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AN 


ASSESSMENT OF THE RELAXATION-PERSUASION 


TREATMENT OF SCHIZOPHRENIA* 


CARLOS A. CUADRA, Ph.D.** 
MEYER WILLIAMS, Ph.D.? 
ZOLTAN GROSS, Ph.D.?7+ 


INTRODUCTION 

The treatment and rehabilitation of the chronic 
and withdrawn schizophrenic patient in a large neu- 
ropsychiatric hospital represents a continuing and 
growing problem. Not only is the hospital faced with 
the problem of the illness which the patient brings, 
but it must also attempt to prevent or overcome the 
additional complication of “institutionalization.” In 
recent years, a treatment program’ developed by 
Paul Roland, a corrective therapist, has shown prom- 
ise in combating the problem of institutionalization 
in the chronic schizophrenic. A number of withdrawn 
and non-participating patients have seemingly been 
brought to the point where they were accessible to 
other forms of therapy, and in some cases their even- 
tual rehabilitation has ensued. While the Roland 
treatment program has been demonstrated or con- 
ducted in a number of private and Veterans Admin- 
istration hospitals, it has not been fully subjected to 
systematic investigation under controlled conditions. 
The purpose of this paper is to describe an experi- 
mental evaluation of the effectiveness of the Roland 
treatment method. 

The Roland method may be described briefly as 
a modified “total-push” program involving a variety 
of hospital and community experiences aimed at re- 
awakening interest and stimulating participation in 
the environment. In addition to some of the more 
usual activities of total-push therapies, the Roland 
method relies heavily on relaxation-persuasion, a pro- 
gram of daily massage which is felt to reduce tension 
and also serve as an initial step in the building of the 
therapeutic relationship. One of the assumptions un- 
derlying the use of massage is that “mental rigidity” 
might be accessible to the same corrective therapy 
methods used successfully in overcoming muscular 


*This study was conducted at the Veterans Administration 
Hospital at Downey, Illinois, with funds allocated from 
the Central Office of the Veterans Administration, Wash- 
ington, D.C. The project required the coordinated efforts 
of many hospital departments and individual professional 
and administrative personnel. They are given individual 
acknowledgement in a more extensive and detailed official 
report. (An Experimental Evaluation of the Relaxation- 
Persuasion technique for the treatment of Chronic Schizo- 
phrenia) on file with the Veterans Administration, Wash- 
ington, D.C. 





**Veterans Administration Hospital, Downey, Ill. 
+West Side Veterans Administration Hospital, Chicago, IIl. 
t*#Los Angeles. Calif. 
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rigidity arising from physical causes.* Once a warm 
relationship between patient and therapist has been 
established, it can be manipulated so that several pa- 
tients are brought into it simultaneously. The pa- 
tient’s identification with the group may, it is felt, 
lay the foundation for later, more complex social ad- 
justments, either within or outside the hospital. 

The Roland method stresses the creating and 
sustaining of patient interest in the environment. To 
this end, daily educational retraining is provided 
and an effort is made to discover or develop simple 
avocational interests which will help to keep the pa- 
tient aware of his surroundings. Another, and _ per- 
haps an extremely important feature of the total 
program is its high therapist-patient ratio, approxi- 
mately one occupational or educational therapist for 
every three patients. 

Our evaluation program was directed toward 
answering three specific questions: (1) does the Ro- 
land treatment program produce observable changes 
in interpersonal behavior? (2) if changes occur, are 
they generalized beyond the ward setting? and (3) 
does this therapy produce positive changes in the 
patient's intellectual functioning? The experimental 
design was aimed at providing an assessment of the 
whole therapeutic effort rather than of selected as- 
pects. The primary question was whether or not 
therapeutic effects of treatment could be demonstra- 
ted, and all of the evaluation procedures were de- 
signed with this question in mind. These evaluations, 
to be discussed in greater detail below, can be de- 
scribed at this point as involving a comparison of 
changes over a six month period between an experi- 
mental (treatment) group and one or more control 
groups of patients. 

‘TREATMENT SETTING 

The locale selected for the experiment was one 

of the wards of the rehabilitation service, which 


1Roland, Paul E. An Exploratory Training Technique for the 
Re-education of Catatonics. Am. J. Psychiat., 105: 353-356, 
Nov., 1948. 


“Roland, Paul E. Reaching the Catatonic Patient. Am. J. 
Occupational Therapy, 8: 163-164, July-August, 1954. 


*Timm, O. K., Elledge, L. C., Roland, P. E., and Taylor, R. 
H. Manual for Setting Up and Operating a Clinic for Per- 
suasion and Relaxation Therapy. (Mimeographed). Veter- 
ans Administration Hospital, Danville, Illinois. 
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treats for the most part, fairly chronic and regressed 
patients. Nearly all of these patients had had several 
years of various kinds of treatment, including elec- 
troshock therapy, insulin shock therapy or both, with- 
out sustained improvement or recovery. 


THE PATIENT SAMPLE 

The Roland treatment techniques are geared 
to a particular kind of patient, usually the ones show- 
ing marked regression and withdrawal. In order to 
provide every opportunity for the demonstration of 
the efficacy of the treatment program, Mr. Roland 
was allowed to select, from among 92 patients on the 
ward, 45 patients with whom he felt he could most 
effectively work. He was assisted in this initial selec- 
tion by the ward nurse and the ward psychiatrist. 

The 45 patients selected were divided at random 
into three groups of 15 patients each. One group was 
designated as the Experimental Group (E); one as 
the Control Group; and the third group, although 
unknown as such to the ward personnel, was desig- 
nated as the Concealed Control Group.*t* Because 
it was necessary to conceal the existence of this third 
grouping, ratings on these patients could be obtained 
only by having ward personnel observe and rate all 
of the 67 patients. A check on the similarity of the 
three groups was carried out by comparing them on a 
number of variables obtained from hospital records 
and on a modified version of the Gardiner Behavior 
Rating Scale. There were no significant differences 
between the three groups with respect to (1) age, (2) 
duration of hospitalization, (3) education, (4) occu- 
pation, (5) previous shock treatment, (6) diagnosis, 
and (7) ward behavior as reflected in the Gardiner 
ratings. 


‘THE EVALUATION PROCEDURES 

To answer the specific questions posed regarding 
the Roland treatment method, an evaluation program 
was designed consisting of behavioral ratings proce- 
dure and psychological tests. These are described 
below. 

Practical limitations precluded simultaneous use 
of all these procedures at each of the three evaluation 
periods (pre-treatment, third month, and sixth month 
of treatment). The schedule of evaluation procedures 
is shown in Table 1. 


Behavior Ratings 

In order to answer partially our first question 
(Does the Roland treatment method produce observ- 
able changes in interpersonal tehavior?) a compari- 
son of behavioral adjustment on the ward was made 
before and after treatment. Four of the ward: person- 
nel familiar with all of the pat-ents on the ward 
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Pre-treatment 


3 Months 6 Months 
Experimental Experimental Experimental 
Situation Situation Situation 


MSRPP ratings MSRPP ratings 


HAS ratings HAS ratings 


Psychological Psychological 
testing testing 
TABLE 1 


Schedule of Evaluation Procedures 
Items Showing Greatest Positive Change 


independently rated the patients on the 90-item Hos- 
pital Adjustment Scale (HAS) .* 


The Experimental Situation 


Evaluation of our second question (Does the 
Roland treatment method produce observable be- 
havioral changes which generalize beyond the ward 
situation?) was attempted by means of an interview 
and test situation unrelated to the ward treatment 
program. The situation consisted of a standardized 
interview, together with the administration of the 
Minnesota Rate of Manipulation Test. This proce- 
dure was designed to provide information about 
changes in the patient’s level of functioning with 
respect to (a) orientation to time, place and person, 
(b) ability to follow directions on a simple motor 
task, and (c) behavior in an interpersonal situation. 
In order to exclude any bias in favor of either Ex- 
perimental or Control patients, the interview situa- 
tions were conducted by a counseling psychologist 
who was not aware of the groupings to which par- 
ticular patients belonged. His only contact with these 
patients occurred during the interviews, and he was 
not permitted to visit the experimental ward during 
the period of evaluation. 

The interviews were observed through a one- 
way screen and recorded on a 16-millimeter motion 
picture film and sound tape for later detailed analy- 
sis. Ihe variables chosen for analysis are described 
in the section on Results. 


Psychiatric Examination 

Further provisions for obtaining data to answer 
the first two questions of the research project were 
made through the use of repeated ratings based on an 
orthodox psychiatric examination and conducted out- 
side the treatment program setting. Psychiatric in- 
terviews were conducted with the Experimental and 
Control I Groups, and the findings of the interviewers 


t#*This group was rated only on the Hospital Adjustment 
Scale. The ratings were not found to be in any way 
different from those given patients known to be part of 
the control group. 


‘McReynolds, Ballachey, E., and Ferguson, J. T. Develop- 
ment and Evaluation of a Behavioral Scale for Appraising 


the Adjustment of Hospitalized Patients. Amer. Psychol., 
1952, 7, 340. 
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were expressed on the Multidimensional Scale for 
Rating Psychiatric Patients, Hospital Form (MSRPP).° 
Four psychiatrists made ratings on the MSRPP after 
interviewing the patients. Because of limitations of 
time, it was not possible for each psychiatrist to see 
all of the 30 patients (15 Experimental and 15 Con- 
trol I). Each psychiatrist was therefore assigned 16 
patients, 8 Experimental and 8 Control, for inter- 
views and ratings. Every patient was seen by at least 
two psychiatrists, and two patients were seen by all 
four interviewers. 

The psychiatric interviewers chosen were not 
familiar with the patients or their treatment status. 
They were given instructions in the use of the MSRPP 
but were allowed to conduct their interviews in any 
way which they felt would elicit the necessary infor- 
mation. The lists of patients to be interviewed were 
so arranged that each psychiatrist saw half of his 
patients before they were interviewed by the other 
psychiatrist. This alternation was designed to elimin- 
ate any systematic bias caused by the patient’s fa- 
miliarity with the procedure after the first interview. 


Psychological Evaluation 


In order to answer the third question posed 
(Does the Roland treatment method bring about pos- 
itive changes in the patient’s intellectual functioning?) 
the verbal sub-tests of the Wechsler-Bellevue Intel- 
ligence Scale (Form I) and Figure Drawings were 
administered at selected intervals to those patients 
considered to be testable. ‘The criterion of testability 
was a short pre-test battery consisting of six of the 
least difficult items from the Wechsler Form II from 
the Verbal sub-scales. Only those patients who were 
able to answer three or more questions correctly were 
considered to be testable. In addition to the Wechsler 
testing, the standard Figure Drawing Test was admin- 
istered to provide some information about the amount 
of constructive effort and degree of organization ex- 
hibited in unstructured situations. 

On each occasion the patients were tested by two 
examiners: one, the educational therapist attached 
to the treatment clinic and the other a clinical psy- 
chologist unknown to the patients. This procedure 
was intended to provide information as to the in- 
fluence of familiarity with the examiner on test per- 
formance. As with the MSRPP interviews, the testing 
schedule was so arranged that each examiner saw half 
of the patients before they were interviewed by the 
other examiner. 

RESULTS 
Behavior Ratings 


Two modes of analysis were used with the HAS 
behavior ratings. One was aimed at providing a 
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single measure of over-all adjustment while the other 
was concerned with the particular items of behavior 
which showed some kind of change during the inter- 
val of treatment. 

Since no single measure of adjustment utilizing 
all of the HAS information was available, it was 
necessary to develop such a measure prior to the 
analysis of the data. Thirty-one professional and gen- 
eral hospital personnel indicated for each of the 90 
HAS items the answer which in their opinion was 
indicative of good adjustment. Their responses, which 
showed a high degree of uniformity, were used as 
bases for constructing a special Adjustment Scale. 
Following this, the HAS ratings were examined, item 
by item and patient by patient, to determine whether 
they were indicative of good or poor adjustment. For 
a given patient, only those items on which the ma- 
jority of the raters agreed were used. The final Ad- 
justment score consisted of the percentage of reliably 
rated behavior items which were indicative of good 
adjustment. 

Examination of this data showed pronounced 
changes in the Adjustment score for the Experimental 
Group with no corresponding change for the Control 
1 group. The main Adjustment score for the Experi- 
mental Group was 27.8 before treatment and 49.3 
after 6 months, the increase of 21.5 being statistically 
significant beyond the .01 level. The corresponding 
scores for the Control Group were 28.9 and 28.0. It 
is noteworthy that some improvement was manifested 
by nearly all of the Experimental patients, 13 out of 
the group of 15 patients improving to some degree. 
One of the other two patients seemed to be main- 
taining his previous level of adjustment, while only 
one patient had clearly lost ground. 

The second part of the analysis of HAS data was 
concerned with the particular items which showed 
some degree of change. This analysis was conducted 
only for the 15 Experimental patients, since the 
various Control patients had shown no significant 
change in over-all adjustment. For each item, the 
number of Experimental patients showing good ad- 
justment on that item was determined and expressed 
in percentage terms. Thus, if three patients out of 
a group of 15 had been rated as “adjusted” on HAS 
item No. 1, the score for that item would be 20%. 
Percentage scores for each item prior to treatment 
were compared with the corresponding post-treatment 
scores to see whether a higher, lower, or equal pro- 
portion of the experimental patients were exhibiting 
adjusted behavior. Some of the items showed marked 


‘Lorr, Maurice. Multidimensional Scale for Rating Psychi- 
atric Patients. Veterans Administration Technical Bulletin, 
TB 10-507, Nov. 1953. 
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changes, while other showed no change whatsoever. 
72% of the 90 HAS items showed some degree of 
positive change; 9% showed a negative change (to- 
ward unsatisfactory adjustment); and 19% showed 
no change in either direction. The marked prepon- 
derance of positive changes is clearly significant sta- 
tistically. 

The meaning of the behavioral changes reflected 
in these items is difficult to interpret with any as- 
surance. To some extent, the changes may reflect 
simply the different regime which the experimental 
patients followed through the day. The role in the 
program of organized activities, game and parties, for 
example, was clearly one of the factors accounting 
for the most marked behavioral changes. Table 2 
shows some of the HAS items showing the greatest 
change. The majority of items showing positive 
change, it seems, reflect changes in the ward environ- 
ment rather than changes in interpersonal relations. 
There were, for example, a number of HAS items 
showing little or no change in the amount of self- 
direction and initiative, sociability, or active interest 
in the environment. However, there were a number of 
changes which cannot be attributed solely to the 
ward activity program, and it is important to remem- 
ber that the number of positive changes far out- 
weigh the number of negative changes, even discount- 
ing those directly attributable to the treatment regime 
itself. 


The Experimental Situation 


The sound tape recordings and motion picture 
films of the standardized interview-test situation pro- 
vided a rich source of data for analysis of possible 
changes. 


(1) Orientation. 


From the tape recordings, the patient’s responses 
to a number of routine mental examination ques- 
tions on orientation were transcribed and the num- 
ber of correct answers given to the seven orientation 
questions simply summed for each patient. Both 
groups showed an initial increase followed by a de- 
cline. The difference between the initial and the final 
standings of the Experimental Group relative to that 
of the Control Group was statistically significant at 
the .03 level. The improvement shown by the Experi- 
mental Group was distributed fairly uniformly over 
the seven Orientation items and was not the result 
of a large increase in one particular question. In 
general, the analysis of the orientation data indicated 
a small but reliable improvement by the Experimen- 
tal patients, with no corresponding increase by the 
controls. 
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72.The patient always attends ward parties (T) 
45.The patient seldom dresses up (NT) 

71. The patient doesn’t take part in ward games (NT) 
78.The patient doesn’t take part in recreation (NT) 
84. The patient shows no reaction to entertainment (NT) 
28. The patient plays ball with other patients (T) 

53. The patient never combs his hair (NT) 

81.The patient doesn’t take part in athletics (NT) 
66.The patient seems to manage his money (T) 

26. The patient seems to enjoy being talked to (T) 


Items Showing Negative Change 


58.The patient behaves exceptionally well when taken 
oif grounds (T) 

80.The patient has to be helped along to stick to any 
activity (NT) 


14. The patient doesn’t open letters unless someone tells 
him to (NT) 


$0.The patient works well on the ward (T) 


54. The patient yells at attendant when he’s dissatisfied 
(NT) 


3.The patient follows events in the daily paper (T) 


TABLE 2 


Hospital Adjustment Scale Items Showing Varying 
Degrees of Change in the Experimental Group 
(Adjustment key answer in parentheses) 


(2) Objective measures of cooperation and fol- 
lowing directions. 

The Experimental Situation provided a number 
of ways in which the patient could demonstrate his 
willingness to cooperate. The interviewer regularly 
offered the patient a cigarette at the beginning of the 
session; he “accidentally” knocked a block off the 
table in the process of reassembling the Minnesota 
Rate of Manipulation test, thus offering the patient 
an opportunity to pick up the block; and toward 
the end of the session he asked to patient to hand 
him a package of cigarettes which was out of easy 
reach. Acceptance of the cigarette, voluntary recovery 
of the dropped block and compliance with the request 
to pass the cigarettes to the examiner were taken as 
signs of cooperation. 

Similarly, certain aspects of performance on the 
Minnesota Rate of Manipulation ‘Test were examined 
in terms of the patient’s ability to follow directions. 
Each patient’s performance was scored according to 
whether he (1) completed the assigned task, (2) 
achieved the correct result and (3) used the pre- 
scribed procedure in achieving the final result. Both 
Experimental and Control Groups showed a very 
slight and statistically insignificant over-all improve- 
ment in cooperation, the increase being somewhat 
greater for the former. Performance in following di- 
rections was somewhat more favorable to the Experi- 
mental Group. This group showed some improvement 
while the Control Groups suffered a decline. Again, 
however, the net difference was not of sufficient mag- 
nitude to be considered statistically reliable. 

(3) Judges’ ratings of appearance, performance 
and relation with examiner. 
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The motion picture films of the Experimental 
Situation provided a source of data for the evaluation 
of changes on a number of variables. Although the 
filming was not continous, the 80-100 feet of film 
taken of each patient covered every essential aspect 
of his performance in his interaction with the ex- 
aminer. In order to reduce the number of variables 
to be considered in evaluating the films, a representa- 
tive from the Roland Treatment Clinic provided a 
list of patient characteristics which the ‘Treatment 
Program attempts to modify. To this list were added 
several other variables, bringing the number to be 
rated to a total of 12. These variables were: general 
appearance, posture, gestures, speed of reaction, 
amount of movement, coordination, relaxation, co- 
operation, concentration, interaction with other per- 
sons, friendliness and emotional tone. 


A multiple-choice check list was prepared for 
the rating of the foregoing variables. Following pre- 
liminary checks on the content and workability of the 
rating scale, the 90 films available, (15 Experimental, 
and 15 Control patients on each of three occasions) 
were spliced together in random order, identified 
only by code nmber, and then shown to the group of 
6 judges in sets of two reels (10 patients) per session. 


The group of judges selected to evaluate the 
films consisted of: the Manager of the hospital, the 
Director of Professional Education, the Chief of Clini- 
cal Psychology, the Chief of Social Service, the Clini- 
cal Psychology Research Director, and a representative 
from the Roland Treatment Clinic. With the ex- 
ception of the latter, no one in the group knew 
whether the patients belonged to the Experimental 
Group. Since the representative from the clinic did 
have this information, his ratings were considered 
separately from the rest of the group when the data 
were processed. At the completion of all the movie 
ratings, each of the six judges indicated for each vari- 
able the alternative which represented “good” adjust- 
ment. The main judgment for each variable was 
used as a basis for evaluating each patient's deviation 
from good adjustment and scores were calculated to 
represent the average amount by which each patient 
deviated from good adjustment prior to, and after 
treatment. 


The ratings of the judges on the 12 variables 
related to the patient’s appearance, performance, and 
interaction with the examiner; etc. gave no evidence 
for any over-all differential improvement for the Ex- 
perimental Group. Even the ratings of a single judge 
who was almost in constant contact with the patients 
and who was aware of their treatment status showed 
no significant over-all changes although two single 
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variables (amount of movement and speed of re- 
action) did show a reliable, relative improvement 
for the Experimental Group. 


Psychiatric Examination 


Available for analysis were ratings made by a 
pair of psychiatrists for each patient on 40 psychiatric 
items (MSRPP items 1-40). Scoring keys were avail- 
able for 12 separate factors, some of which draw on 
only three or four items, while others include nine 
or more items. Even though some items were not 
among the 40 used by the raters, it was considered 
desirable to utilize the factor scales already developed. 
Accordingly, each factor scale was scored on those 
items which were available and was pro-rated for 
missing items and for those on which the rater used 
the “unratable” category. This category was used 
fairly frequently by all of the psychiatrist raters, thus 
reducing the total amount of data subjectable to an- 
alysis. Seven of the 12 MSRPP scales were omitted 
after a preliminary analysis disclosed that there were 
too few rated items on them to consider the results 
reliable. 


The ratings made by a pair of psychiatrists were 
pooled for each patient to provide a single score on 
every factor, following which comparisons were made 
between Experimental and Control groups to deter- 
mine whether any differential change had occurred 
in the three-month interval between psychiatric ex- 
aminations. On three out of five factors, the Experi- 
mental Group showed a greater “positive” change 
(i.e., either greater improvement or less exacerba- 
tion), while in the other two factors, the control 
group showed the greater “positive” change. None of 
the differences, however, was of sufficient magnitude 
to reach statistical significance. A check on the pos- 
sibility that some subtle improvements in psychiatric 
status might be obscured by changes in the judges’ 
use of the unratable category did not provide any 
evidence to support this possible explanation of the 
negative results. 


Psychological Testing: Intellectual Resources 


The first testing took place at the end of the first 
three months of treatment. At that time eight Experi- 
mental and seven Control patients met the criterion 
of testability. For the second Wechsler administered 
three months later, it was assumed that patients who 
had passed the pre-test before were still testable, so 
only the previously non-testable patients in both 
groups were screened for possible changes. None of 
the previously untestable Control group was able to 
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pass the second pre-test, whereas three of the Experi- 
mental group who had previously failed were later 
considered testable. 


Seventeen patients, in all, were testable on one 
or both of the testing occasions. Whereas the majority 
of the patients in the Experimental Group showed 
some improvement coincident with treatment, the 
Control patients showed, if anything, some decline 
in test performance. This difference in the direction 
of change was statistically significant at the .05 level, 
indicating that the difference between the two groups 
was a reliable one. 

The amount of change was also compared for 
the two groups. Pooling the scores elicited by the 
two examiners, the average change was +7.00 raw 
score points for the Experimental group, and —2.25 
points for the Control group. In 1.Q. points this rep- 
resents an increase of approximately eight points for 
the experimental patients and a drop of approxi- 
mately two to three points for the controls. It is 
clear from the data that the treated patients as a 
group demonstrated a small but reliable improvement 
in intellectual performance. 


Psychological Testing: Figure Drawings 


All of the patients who had been cooperative 
with the first Wechsler testing completed the figure 
drawings. These protocols were compared with the 
figure drawings they produced three months later at 
the end of the evaluation period. A special rating 
scale was devised for the evaluation of the figure 
drawings. Each of three variables, constructive effort, 
degree or organization, and reality orientation, could 
be rated on a four-point scale, with a rating of 4 
representating what the average, normal person would 
produce. 


The drawings were given identifying code num- 
bers and were then given to two clinical psychologists 
experienced in figure drawing evaluation who made 
independent evaluations of the individual drawings. 
Their ratings were then pooled and an analysis made 
to determine whether the experimental group had 
made any significant relative improvement between 
the two testing periods. The scores of the two groups 
on all the variables were virtually identical, and gave 
no evidence of any differential change in the charac- 
teristics measured. Both groups showed, if anything, 
a slight decline in performance over the three month 
interval between the testing period. 


DIsCUSSION 


This project began with the aim of providin: 
objective evidence about the efficacy of the relaxa- 
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tion-persuasion treatment program developed — by 
Paul Roland. The primary foci of the evaluation of 
this program were the patients’ social adjustment and 
intellectual functioning. With regard to these, three 
major questions were asked: (1) Will therapy pro- 
duce observable changes in interpersonal behavior? 
(2) if changes do occur will they be generalized be- 
yond the ward setting? (3) Will therapy produce pos- 
itive changes in the patients’ intellectual functioning? 


Before turning to these questions perhaps a dis- 
tinction should be drawn here between the statistical 
significance of a change and its practical significance. 
It is essential of course, that any results first demon- 
strate statistical significance. However, the discovery 
of evidence that change has occurred (i.e., that a 
given change is statistically reliable) does not neces- 
sarily imply that the amount of change is of great 
practical importance or that it is worthy of the effort 
required to produce it. In the previous section, the 
conclusions drawn have been stated on the basis of 
statistical significance levels. The answers to the gene- 
ral research questions, however, must perforce deal 
with both kinds of significance. 


To take first the question of whether therapy 
will produce observable changes in interpersonal be- 
havior, the answer seems to be yes. The evidence from 
the Hospital Adjustment Scale Ratings leaves no 
doubt that, at least in terms of ward activities, the 
interpersonal behavior of experimental patients has 
undergone a change for the better. Not only is the 
change statistically significant, but the amount of im- 
provement—an almost 80% increase in adjustment 
score—would seem to have considerable practical im- 
portance as well. 


On the second major question, that dealing with 
the generalization of changes beyond the ward setting, 
the available evidence suggests that whatever changes 
do take place do not carry over to any great extent 
into new situations. The changes found in ward be- 
havior did not appear either in the less familiar ex- 
perimental situation or in the psychiatric interviews. 

The question may indeed be raised whether any 
changes in overt behavior or psychiatric status can 
be observed by persons unfamiliar with the patients. 
The nurse and aides who did the HAS ratings, it will 
be recalled, knew the patients and were aware of the 
groups to which the patients belonged (except for 
the Concealed Control Group). Similarly, the only 
significant results emerging from the motion picture 
ratings were those found on judgments by the “fa- 
miliar” rater. 

This does not mean that the changes these raters 
noted can be ignored or discounted, for it is con- 
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ceivable that a certain amount of sensitivity to the 
habits and modes of expression of particular patients 
is necessary for the detection of changes. This could 
perhaps account for the failure of judges unfamiliar 
with the patients to discern any significant changes 
in psychiatric status (MSRPP interview data), in 
level of cooperation and ability to follow directions, 
(objective measures of performance in the Experi- 
mental Situation) , or on any of the 12 variables rated 
from the motion pictures. Yet, even if this were so it 
would still serve to point up the smallness of the 
subtlety or the changes involved. 


The question of whether therapy will produce 
positive changes in intellectual functioning requires 
an affirmative answer, at least in terms of statistical 
significance. Whether the changes produced are of 
equal practical significance is difficult to determine. 
Che finding that the experimental patients improved 
their answers to orientation questions an average of 
one question each, for example, must be weighed in 
terms of the prognostic importance we accord to, say, 
a patient’s knowing the exact date or being able to 
name the nearest large city. 


The same consideration must be applied to our 
evaluation of the changes in Wechsler Bellevue per- 
formance, which amounted to an average of approxi- 
mately 8 I.Q. points. This average, it should be 
pointed out, does not include a number of Experi- 
mental patients who were not testable at any time 
and who presumably for all practical purposes did 
not register any gains during the three month interval 
between testings. 


Perhaps the answer to the problem of the practi- 
cal significance of these results depends on wheiher 
we view the increases as a final result—an end sta‘e— 
or simply as indicators that intellectual functioning is 
changing in the right direction. Thus viewed, t>e 
changes are promising. If, on the other hand, we ask 
whether the treated patients have been brought to 
the point where they are amenable to psychotherapy 
involving insight and self-understanding, the 8 1.Q. 
points seem to be of little practical significance. Even 
considering only those Experimental patients found 
to be testable, their average I.Q. at the end of the 
six month treatment period was only 70, far below 
the intellectual minimum regarded as desirable for 
the usual modes of psychotherapy. 

In attempting to evaluaté the over-all effective- 
ness of the Roland treatment program as a technique 
for the rehabilitation of the chronic schizophrenic, 
two considerations must be borne in mind. The first 
is that the treatment program—usually geared to an 
18-month period—is not yet over. Only the changes 
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occurring during the first six months of treatment 
(and in some cases the second three months) fell 
within the scope of this investigation, and it is only 
these changes which are discussed here. Secondly, it 
is necessary to remember that the kinds of patients 
chosen for treatment have already proved refractive 
to several other forms of treatment. 

Weighed against these considerations the ex- 
perimental results described earlier are not entire:y 
negative. Some changes, although im some cases small 
and rather closely related to the Roland ‘Teatment 
Clinic routine, have clearly taken place, and it may 
be that these changes constitute a sub-strata upon 
which further gains may ultimateiy be built. Taking 
only the evidence available at present, however, there 
is no reason to believe that any major change in the 
basic illness of the treated patients has taken place 
nor is there any evidence in the pattern of changes, 
that the particular interval chosen for evaluation had 
any material effect on the results. 

The procedures utilized constituted a fairly broad 
sample of current standard evaluation techniques. 
The battery tapped a wide variety of areas: psycho- 
logical test productions, psychiatric symptomatology, 
“situational” responses and everyday behavior. Some 
of the devices required little or no inference on the 
part of the raters; others were designed for the use 
of experienced professional personnel and involved 
extrapolation from behavioral signs to underlying 
dispositions, pervasive attitudes and defensive pat- 
terns. The fact that the majority of these measures 
revealed relatively little significant change in the 
treated patients cannot be dismissed as due to.inade- 
quate criteria, but must be regarded as suggestive of 
fundamental limitations in the treatment program. 
The results of our extensive evaluations seem to add 
weight to the opinion of Pennington* that the patients 
treated with the Roland Technique clearly show ‘ be- 
havioral improvement superimposed upon a. still 
Classic set of schizophrenic indicators.” 


SUMMARY 

The relaxation-persuasion program developed by Roland 
for the treatment of chronic schizophrenia was systematic- 
ally investigated in terms of its efficacy in bringing about 
changes in the psychiatric status, intellectual functioning 
and hospital adjustment of 15 selected patients. The pro- 
cedures used during the six-month evaluation period in- 
cluded behavior ratings, psychiatric interviews, psychologic- 
al testing and special experimental situations. Results 
showed that while the Experimental (ie., treated) patients 
made some marked behavior improvements, many of the 
changes seemed to be directly attributable to the mechanics 
of the Roland program and did not carry over into new 


*Pennington, L. A. Rehabilitative Approaches, in L. A. Pen- 
nington and Irwin A. Berg (Ed.) An Introduction to Clin- 
ical Psychology. New York: Ronald Press, 1954, pp. 632-657. 
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AN APPROACH TO THE TREATMENT OF THE NEUROTIC 
AND PSYCHOTIC BY CORRECTIVE THERAPY 


JAMES M. FIELD* 


Introduction 


In the treatment of the neurotic and _ psychotic 
by corrective therapy, the therapist’s approach to the 
patient and his problems must be both casual and 
serious. To the patient the therapist must appear 
relaxed, calm and casual but behind this manner 
must rest a deep seriousness. The therapist must 
never lose sight of the patient’s needs as an individual 
who is ill and needs care, attention, treatment, and 
encouragement. When a single careless remark may 
deeply disturb and irritate the patient or cause him 
suffering or needless anxiety, the therapist must 
exercise the greatest care in his conduct and conver- 
sation. He must cultivate a carefree, relaxed appear- 
ance for the sake of those he is trying to help; yet he 
can never permit his standard of service to be lowered 
by unnecessary frivolity or levity in speech or man- 
ner. This combination of calm appearance and seri- 
ous attitude is not easy to attain. It can be achieved, 
however, through perseverance and patience. 

The viewpoints brought out in discussion will 
be those concerning the proper approach to the pa- 
tient, the orientation of the patient to corrective 
therapy, the relationships between patient and thera- 
pist, and methods of treatment. Activity situations 
will also be discussed, and media and methods will 
be considered. Only psychiatric patients in the early 
stages of their illnesses, will be discussed here and no 
attempt to consider the deeply paranoid or regressed 
patients in later stages of mental deterioration will 
be made. 

A psychiatrist after reading this paper said, “The 
situation you create is similar to psychotherapy.” A 
group situation similar to psychotherapy is developed 
in the recreational setting through corrective therapy. 
The Approach 

The approach to the patient should reflect the 
therapist’s own personality. One therapist’s approach 
may be entirely different from that of another, al- 
though their goals are identical—good rapport lead- 
ing to therapeutically approved goals and the maxi- 
mum rehabilitation possible. The therapist should 
draw from his own better personality traits. He must 
be sincere. Insincerity is quickly detected by the 
overly sensitive patient, and his response to insincer- 


*Chief, Corrective Therapy, Veterans Administration Hos- 
pital, Durham, North Carolina. 


120 


ity is usually fear, apprehension, withdrawal, or 
hostility. The therapist should always greet the 
patient in a friendly manner. He should, as soon as 
possible, give his patient proper orientation to the 
particular therapy to which he is being introduced. 
Here, at this station, I generally introduce myself, 
shake the patient’s hand, and, in simple terms, briefly 
explain what I have to offer. These may be specific 
individualized activities too numerous to mention, 
or I may simply relate the outside activities and 
what they consist of—shuffleboard, volleyball, horse- 
shoes, softball, etc. I then try to determine which 
activity might interest him or be beneficial to him. I 
assure him I am open to suggestion. 

The therapist’s approach to the patient should be 
conditioned by full knowledge of treatment reactions 
and other pertinent facts on an individual basis. It 
must be fully realized that some patients are neurotic- 
ally “lazy,” or are chronic complainers. These pa- 
tients, adapting themselves too easily to the ward and 
treatment situation, may attempt to take advantage 
of possible treatment reaction conditions and may 
attempt to make one believe them to be in far worse 
condition than they actually are. 

‘There are several ways to approach this problem. 
One is to give the patient the sense of being wanted 
by the therapist, perhaps needing his help to keep the 
activity or game going. The therapist should seize 
the first Opportunity to compliment him on a good 
play after he is in the activity. He should help the 
patient feel that his continued participation is ur- 
gently needed, or in any case appreciated, so that he 
will not suddenly quit. On the other hand, patients 
should not be “pushed” if there is no need for it. 
Patients may need a little rest now and then. One 
hundred percent participation at all times for the 
sake of appearance may defeat the purpose of the 
activity. Patients should be helped to enjoy what 
they do and the activity in which they are engaged. 


The Patient-Therapist Relationship 


The therapist iaughed at the patient’s foolish remark. The 
patient became less communicative. The other patients who 
overheard were slightly confused on how to react to the 
situation. Some resented the attitude on the therapist’s 
part. A poor relationship in general was formed. 

The therapist should place himself on a level 
with the patient, treat him as his equal in judgment 
and accept him for what he is—a_ baker, lawyer, 
physician, tradesman—a person who is temporarily 
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ill or needs readjustment of his problems. Occasion- 
ally the patient’s ideas may be better than the thera- 
pist’s on certain matters, even on matters of therapy. 
Therefore his advice should be accepted for what it 
is worth. Opinions should be exchanged freely. Seem- 
ingly foolish remarks by the patient should be neither 
ignored nor belittled but should be answered tact- 
fully as if they were perfectly sound and reasonable. 

The therapist should not laugh at a_patient’s 
shortcomings unless the patient can be made to laugh 
at himself with the group. In attempting this the 
therapist may make the patient resentful unless he 
senses a warmly sympathetic attitude from both the 
therapist and the group. This might be accomplished 
by laughing over one’s own shortcomings (perhaps 
purposefully exaggerating) and relating to the pa- 
tient ways one has overcome them. One should try to 
help the patient feel that his problems or difficulties 
are no different than those of others, are simply 
something to which he needs to adjust, or are simply 
of a greater magnitude. 

Slips of the tongue and errors in judgment are 
made by the best of therapists. One should never 
hesitate to correct oneself with the patient, explaining 
the error to him. He will, in turn, often admit that he 
took what was said the wrong way, and was foolish in 
doing so. This incident may help him to make a 
better adjustment to similar incidents in the future. 

Laughing with patients helps to learn more 
about them. A typical incident concerns a_ patient 
who, partially blind, was hesitant to join competitive 
activities because of his handicap but who could hold 
his own in shuffleboard. The therapist remarked, 
“You can see those discs better than you think.” The 
patient resentfully quit the game. Later, he readily 
admitted that remarks of similar nature had often 
been made to him and that he realized the therapist 
was joking. It seems that he was one to tease others 
but could not endure teasing in return if it had any- 
thing to do with his eyesight. 

It is customary to call a patient by his surname 
unless he prefers otherwise. If he asks what the 
therapist prefers to be called, he may be told the 
therapist’s full name and that he may call him what- 
ever he likes. Thus, the same respectful level in a 
relationship is maintained. 
ever, the informality is achieved by design. We are 


Media 


The Departmental Heads were looking out of the window 
at the “recreational” activities going on in the outside area. 
To all the observers the corrective therapy activities going 
on were that of pure recreation. So why have a corrective 
therapist? 


To the casual observer, certain corrective therapy 


group activities may appear purely recreational. How- 
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not trying to train disciplined soldiers; we are not 
trying to create a distasteful, unpopular, compulsory 
situation. The goal is to socialize, to help human 
beings to adjust more satisfactorily to the particular 
society and culture in which they live. We are trying 
to form social relationships, create feelings of being 
accepted and of having something to offer to others. 
We are trying to help patients to find an activity that 
sometimes may be a diversion to the stress and strain 
of everyday life. We try to help them make friends 
and give a bit of themselves to society. 

Although recreation may be taking place in 
corrective therapy, there is much more present in this 
program. ‘The therapist is not interested in who wins 
or loses. Instead, he is interested in individual per- 
formances during and after the game, relationships 
toward others, acceptance of and by the group. 
Behavior of possible interest to the psychiatrist in the 
treatment of the patient is reported directly in con- 
ference or in the form of progress notes, The therapist 
is not interested in the group but in the individual 
and in how well he relates to the group. The patients 
on the sideline, the so-called ‘“‘wall-flowers,’ the 
withdrawn, are of importance to him. One of the 
main ideas of treatment is to get these withdrawn 
individuals into some activity, preferably with the 
group, and gain group acceptance. It is of much more 
concern that all patients are participating in some 
activity than that a game is progressing satisfactorily. 
Athletic equipment used is incidental to the game. 


The activity or game is the medium towards the goal. 
Treatment in Group Activities 

The patients did not realize individually why they were on 
a certain side in volleyball—were not even sure how they 
got into the game. They were enjoying themselves too well. 
The game was fairly even and hotly contested. They had 
no idea that all their actions and reactions to situations 
were being mentally recorded by the therapist. 

In medicine the best treatment is often that 
which the patient does not recognize as treatment. 
An orange-coated aspirin is well accepted by the 
small child. Painless anesthesia dissolves fears. Often 
what we don’t know helps us. The principle of 
treatment without making the patient aware of it is 
the goal in corrective therapy group activities. 

The therapist should seek to get all patients into 
some activity, to help them adjust to each other or to 
the situation at hand, and to help them develop 
proper initiative. He should observe, record, and 
report their behavior, and give the psychiatrist any 
information which might help in their treatment. He 
should be interested in and aware of each patient on 
his roster at all times. He should know each patient 
thoroughly. This may be accomplished by reading 
the patient’s history and chart, by attending ward 
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and case conferences, and by conferring directly with 
the psychiatrist and other members of the psychiatric 
team. He should strive for a meeting of minds to 
gain the respect and friendship of his patients, and 
to be able to influence them. The secret of all this is 
sincerity. 

The therapist should treat all patients as much 
alike as it is humanly possible to do so. This, of 
course, does not mean that one should not adapt his 
own personality to meet the individual's. It means 
that the therapist should be fair to all and should 
help, encourage, and boost the spirits of those who lag 
behind socially or are withdrawn. This frequently 
may be accomplished simply by offering an encourag- 
ing remark when a patient is on the verge of a de- 
cision yet undecided whether he should join the 
activity. 

In a game situation the therapist should always 
try to have fair sides, with a poor player compensated 
for by a better one on the same side. Patients should 
be helped to realize this so that no player will expect 
the impossible from another. The poor or withdrawn 
player should be commended for good plays, but not 
to the point of exaggeration. This gives him con- 
fidence for further game activities. In certain cases, 
patients should be encouraged to help each other 
toward socialization and acceptance. Frequently, cer- 
tain patients will respond to others of their group 
for racial or cultural reasons, more than they will to 
the therapist. This fact must be accepted and used to 
the best advantage. At the same time, homosexual 
tendencies among the patients should be noted and 
handled carefully and unobtrusively. 

The therapist should heartily join the patients 
when the occasion demands. He must remember, 
however, that there should be a therapeutic objective 
in joining. One’s presence may be needed to help the 
game along, keep it going, even up the sides, or 
initiate a new patient into the activity. If the sides 
are even, or if the game can go along more smoothly 
without the therapist, he should get out, and give the 
game to the patients. Except for therapeautic reasons, 
he should never put himself in and exclude a patient 
who even half-heartedly wants to join. A reasonable 
exception, for example, might be to help a_ poor 
player win in order to give him confidence. 

The game must be left to the patients. Certainly 
there are times when the organization must be taken 
over by the therapist, but, on the whole, the patients 
should be encouraged to use their own initiative in 
organization. This is an introduction to solving a li-e 
problem or situation. The patients’ choice of the 
activity and sides is left unhindered, except to make 
sure that the sides are even, that everyone partici- 
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pates, and that rules are observed. Fair play, sports- 
manship, and friendliness are preserved more by good 
example than by hard and fast rules. 

Volleyball, for instance, brings out everything in 
personality traits that the therapist looks for in the 
average group. The game itself encourages both team 
play and sterling individual effort. It helps players 
to work together. It demonstrates a place in the game 
situation for the shy and undeveloped and for the 
older man as well as for the athlete. In volleyball, 
each player can contribute to winning as a team. It 
also reveals the spoiled, the anti-social, the independ- 
ent, the uncooperative, and the paranoid among the 
players. The spoiled individual may feel that a team 
mate is letting his side down. In reacting to this feel- 
ing he may play out of position or may attempt to 
take volleys away from the logical players; or he may 
slam into the ball too hard, making errors, or netting 
his returns. The uncooperative player may neglect 
to attempt saves, or may try to return the difficult 
ball instead of simply setting it up for a team mate 
to return. The paranoid may believe that a team 
mate is taking the play away from him or that the 
sides were deliberately chosen unevenly. These are 
but a few examples of personality traits displayed in 
volleyball. Almost everyone may fit into this game in 
which traits and reactions to situations are readily 
brought into the light. Treatment of the patient in 
these situations is often achieved by setting a good 
example. One may frequently show the patient how 
good team work not only makes a smoother game, but 
may bring about the acceptance he really wants. One 
should be careful to record and report notable per- 
sonality traits and game reactions to the psychiatrist 
in order to create more understanding of the patient 
in his treatment. 


Individualized Therapy or Special Treatments 


The patient was wary of groups for an activity. He was 
afraid of doing something that would hurt others, in 
throwing, batting or participating in any way. He had no 
fear of hurting himself. Treated alone, entirely by himself, 
he would “let himself go,” and actually enjoy himself. 


Many patients cannot be worked into a group 
situation. They may have phobias against numbers, 
races, or situations but whether the therapist treats 
one patient or ten, his time is not being wasted. 
Often indeed, more concrete results may be obtained 
in treating one than in treating a group of ten. 
Rapport may be gained and a working relationship 
established on an individual basis where it could not 
be achieved in a group situation. After the therapist 
has gained the confidence of his patient, he may make 
suggestions toward group activity. Frequently the 
therapist may succeed in getting the patient to join 
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the group simply as a spectator, since the patient who 
is withdrawn from the group through a phobia is 
usually not without a competitive spirit or interest in 
the game. He may proceed from the role of spectator 
to that of participant for few such patients can res’st 
the opportunity of joining the activity. Cerain prob- 
lems frequently arise with withdrawn or unsociable 
patients, however. After initial participation, the 
patient may retract and seek his defensive shell again, 
and be even more wary of a socializing situation. 
Then one must start all over again. The process of 
socializing the withdrawn patient may be long and 
discouraging, but the therapist keeps on trying for 
results. 

There may be other situations requiring indi- 
vidualized treatments. A disturbed or hyperactive 
patient may be building up tension to the point of 
“exploding.” He needs a controlled outlet for his 
aggression. Strenuous exercise activities, both as a 
precautionary measure and to relieve tension, may 
provide the answer. A medicine ball thrown until 
the patient tires or punching the bag may do the 
trick, 


Conditioning 


Good physical health goes hand in hand wiih 
good mental health. The improvement of the mental 
health of the patient is part of the objective of the 
therapist as he works toward his physical improve- 
ment. Exercise helps the patient mentally as well as 
physically. 

Conditioning is given individually or in small 
groups. It is given to a select few in a gymnasium 
situation with apparatus, mats, etc. The patients are 
generally of two types; those that feel they need the 
activity and ask for it, and those who should but 
never voluntarily join a group recreat.onal activity. 
The latter are the ones who really need the work. 
They not only feel unable to join the others in a 
game but are below par physically for the type oi 
job best suited to their abilities. They need to be 
restored, as far as possible, to the physical peak which 
preceded their illnesses. 

Patients often need encouragement to stimulate 
their interest in the activity and to sustain this inter- 
est after it is aroused. The therapist should demon- 
strate to the patient what he thinks may p:ove 
beneficial in exercise; he should offer suggestions 
and accept and encourage his ideas on the subject. 
He should help the patient work out his own routine. 
This will encourage and inspire the patient and help 
give the exercises meaning and significance. 

The therapist should try to schedule patients 
with similar prescriptions for conditioning activities 
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at the same hour. He should encourage them to 
persuade each other to attend clinic sessions. The 
patients can stimulate and encourage each other to 
greater efforts than the therapist can within a fixed 
routine and monotonous situation. Most of his pa- 
tients will soon tire of exercise activity, but this is 
only natural and to be expected. In the meantime, 
the patient will have attained better mental health 
as the result of physical conditioning. A few can be 
persuaded to continue such activity in a local YMCA 
or similar organization. 


Relaxation 


The commuter just could not wait for the bus to arrive. He 
had to wait for this particular bus. He knew that it usually 
came on time. He had nothing to do but sit down on the 
bench, read his morning paper and simply relax until ar- 
rival. Instead, he could not sit. He paced a bit; then 
nervously twitched in the same spot. He looked in the 
direction the bus would come—he even looked for it in the 
other direction. Once on the bus he still could not calm 
down. He kept leaning on the back of the seat in front of 
him as if this would speed up progress. He was ten minutes 
early to work. His boss said he could be a good man, only 
he put too much effort into accurately accomplishing too 
little. 

Methods of relaxation through exercise seldom 
vary, except in order of performance. Techniques of 
deliberately tensing various muscle groups, then re- 
laxing from this point of tension, are far from new. 
They have proved their value in promoting the 
relaxation of tense, nervous patients and should be 
exploited to a greater degree than is common. 

Almost everyone could use relaxation to advan- 
tage. Who is in control of every situation? Who has 
nerves of steel? Does such a person actually exist? 
Even the calmest and least perturbed individuals 
have their moments of tension. Tension, however, can 
and should be controlled to an appreciable degree, 
and relaxation through exercise is an excellent device 
for controlling it. 

The patient suffering from an anxiety reaction 
can be helped toward a state of relaxation by going 
through a routine of deliberately tensing, then relax- 
ing, various muscle groups. Such a routine is fre- 
quently prescribed at this station for disturbed pa- 
tients with an anxiety reaction; it is also used with a 
few schizophrenic patients since it has been found to 
help certain patients of this type to adjust themselves 
to a personality which they cannot entirely eliminate. 
The routine is supplemented with a mimeographed 
article dealing with the problem of relaxat‘on in 
everyday life, which the patient is invited to read.* 


Continued on Page 129 


*How to Relax (Reader’s Digest), condens:d from Relax 
and Live, by Joseph A. Kennedy. 
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THE BEGINNINGS OF HEALTH" 


ALAN GREGG, M. D. 


I take something of a risk when I make a speech 
like this. It is a risk to me and to you because I shall 
be talking on a subject that I like to think about, 
but on a subject you may know a great deal about, 
and therefore be wasting your time to have exam- 
ined publicly by an inexpert. So, as Mr. Frederick 
Strauss used to say, “If I may be permitted to subtract 
from the sum of the world’s knowledge, I'd like to 
make a few remarks.” 

Only one fact justifies me in taking such a risk— 
the fact that the task of restoring the sick or injured 
to health usually calls nowadays for the services of 
more than doctors. Nurses, attendants, social work- 
ers, psychologists, laboratory technicians, hospitals 
administrators, educational therapists, manual arts 
therapists, occupational therapists, physical thera- 
pists and corrective therapists all have shown that 
they have a valuable, indeed, usually an indispensa- 
ble share, in the work of efficient care and cure of 
hospital patients. And since each of these groups in- 
volved in the restoration of health needs to main- 
tain close contacts with most of the others in order to 
attain the common objective of restoring their pa- 
tients to a state of health, it can surely do no harm 
to examine with you your opportunities and your 
significance. Let us start with one of your peculiar 
opportunities. 

I hear so often that health is a positive thing, but 
I have never heard anyone attempt to state what 
are the tests or signs of health. It would seem that 
there should be positive signs of such a positive thing 
as health. The word health includes a great many 
things. It connotes much; what does it denote? It 
is not a precise term. Could anything be gained by 
trying to examine its connotations and its compon- 
ents more closely? We never get anywhere with dis- 
ease until we became dissatisfied with the vague 
word “disease” and began to ask, “What kinds of 
disease are there and what are the tests by which 
they can be recognized?” As long as we were content 
with such words as fever, consumption, exhaustion, 
general debility or “that tired feeling,” we deprived 
ourselves of the fruits of detailed observation and 
analysis and of the advantages of exact terminology 


*The recent death of Dr. Gregg, one of medicine’s leading 
philosophers, has drawn new attention to his speeches and 
published work. This paper was Originally presented at the 
Fourth Annual Conference of The Association For Physical 
and Mental Rehabilitation at Memphis, Tenn. and pub- 
lished in this Journal 4:3:3-7, June, 1950 
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to describe specific diseases. Surely tertian malaria 
is better understood when we cease calling it chills 
and fever;. pulmonary tuberculosis as a term is an 
improvement over consumption; ankylostimiasts is 
better than the word exhaustion, chronic hyperten- 
sion than general debility, and avitaminosis than 
“that tired feeling.” Note that each of these precise 
terms is justified by specific tests. 

For you, and perhaps especially for you, the state- 
ment that health is a positive thing is just too vague 
and non-specific. So, in choosing the title for this 
talk, “The Beginnings of Health,” I would raise as 
the first question, “What are some tests appropriate 
to determine the presence of health?” We are in the 
early stages of such a quest. I am not asking for the 
full list nor for the most important. So far as I am 
aware, no such list has been made. You would be pio- 
neers in making one. I would be content if I could 
convince you that this is a fruitful or at least a prom- 
ising approach to the study of health. Whether the 
first approximate answers to that question are final 
and complete interests me far less than the possibili- 
ty that studying the various evidences of returning 
health is a wise alternative for those who are tired 
of that estimable but rather barren cliche, “Health 
is a positive thing.” If I am hopeful of getting some 
thinking and writing and discussion started on the 
question of what are the signs and tests of health, 
then I could believe that you are in an unrivaled 
position to make the major contribution. For your 
hour strikes when the disease process has run_ its 
course or been arrested and before there is enough 
health and strength to begin the final rehabilita- 
tion for a paying job and a return to the demands of 
family, and a normal active life. More than any other 
group you witness the earliest evidences of return- 
ing health. 

Perhaps at the outset of listing the signs and tests 
of health, you will agree with me that since you 
are for hours in association with patients, and day 
after day, you have far larger chances of seeing the 
evidences of returning health than has the doctor on 
the morning visit. He has a better chance to notice 
change. You have the better chance to see all the 
phenomena in which change can occur—the signs of 
health and strength that you may observe any time 
during the whole day carrying more conviction than 
merely the brave but sometimes deceptive appear- 
ances at the doctor’s morning visit. That is only one 
of the reasons why you are the people to make a 
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real contribution to the study of the beginning of 
health. There are others—but we shall come to them 
later. 

As one of the simplest and surest signs of health, 
stands interest on the part of the patient in what is 
going on around him. I know a doctor who had to 
visit children’s hospitals in Russia just after the First 
World War. When he protested to the nurses that 
he did not see what good he did by walking through 
ward after cold ward when adequate medicines and 
food were lacking, the blunt and realtistic reply was, 
“But, Doctor, your dress and appearance are so dif- 
ferent from anything the children have ever seen 
that we watch to see what children notice you, be- 
cause these are the children still with vitality enough 
to be worth giving food to and so keeping alive.” In- 
deed, I could more easily and more honestly describe 
my experience of being alive in terms of being more 
interested or less interested rather than in terms of 
being happy or unhappy. “Life, liberty and the pur- 
suit of happiness?” No. Life, liberty and the pursuit 
of what is interesting. Happiness delights us at the 
time and afterwards, but happiness has wings and a 
will of its own like a wild bird. Interest we can some- 
how control better, especially if we take some kind 
of action. For the meaning of life is in action, not in 
thinking or feeling merely. 

Progress in this thing I call interest shows itself 
in tenacity or increasing span of plan and purpose. 
We have all gone through times when we were sick 
enough in body or spirit to say to ourselves, “I won’t 
bother to look ahead. I can’t plan anything. Just 
one day at a time is all I can manage.” The patient 
who becomes so interested in some bit of creative 
work that his span of desire to keep at it increases 
shows thereby a sure sign of health. 

Laughing, making or enjoying music studying, 
playing games, enjoying physical sports, dancing or 
conversation suggest themselves as signs of health. 
So do a lively gait and posture and strong timbre 
and volume of voice and attention to dress and per- 
sonal appearance—all so hard to record exactly and 
yet so commonly indications of health. We should, I 
think, take special precautions against belittling or 
ignoring the signs of health that are incapable at 
present of exact measurement. Indeed, just because 
we now lack ways to measure health exactly, long re- 
flection upon ways to measure, record and compare 
such signs of health would probably reward us all. 
What we need is the ingenuity and resourcefulness of 
an interested, inventive mind. We need ways to mea- 
sure the signs of health, to put them on a quantita- 
tive, objective basis, capable of being recorded and so 
compared as signs of progress. 
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Another sign of health is spontaneity of conduct. 
When a patient does something unexpected, you may 
safely conclude at least one thing; you do not know 
him as well as you thought you did. And when it is 
his spontaneity that strikes you, it is likely, though 
not certain, that he is a bit healthier than you 
thought. Of course, one must not fail to distinguish 
between spontaneity and something that sometimes 
only resembles spontaneity, that is, excessive reactions 
or loss of self-control whether in point of conduct 
or emotional balance. You know the old-fashioned 
word for this healthy sort of balance—the word de- 
corum. I have come to understand that decorum 
means in the language of modern physiology the 
principle of homeostasis as applied to human behav- 
ior—that is, the tendency and the ability to return 
from any extreme to a normal steady state. 

Healthy human beings who feel secure permit 
themselves gay little excursions of word or deed, such 
sallies or excursions as telling the truth about them- 
selves every once in a while, being kind to others, or 
exposing themselves to criticism, or being considerate 
—all risks too great for the timidity of illness. 

Obviously, any of these tests of health must be ap- 
praised in the light of how heavy are the existent 
demands upon the patient’s strength and good na- 
ture. In the sheltered environment of hospital or 
home, evidences of health may often present them- 
selves that would vanish in a more threatening or 
demanding environment such as that of army life or a 
breadwinner’s place in civilian society. In other 
words, the signs of health are relative and the ques- 
tion is how long will a patient continue to show 
the signs of health when he comes under increasing 
strain. Osler used to say, “When you think of digi- 
talis, use a bed.” With somewhat comparable realism 
we might say, “When you begin to wonder how to 
prepare the patient for his discharge, think of wheth- 
er he has been making steady progress in terms of 
the signs of health he had two weeks or two months 
or a year ago. Discharge should be considered not 
merely in terms of the absence of symptoms but in 
the increase of evidences or tests that show health. 
What are these signs? 

Last year I asked Dr. Passmore of Edinburgh what 
he thought would be a good sign of health. He gave 
an answer that seems nearer to the heart of the mat- 
ter than any I’ve heard or thought of. He replied, 
“On my way home my path leads across an open 
field. There is a bit of brook and over it a small 
foot bridge. When I prefer to jump across that 
stream, I know I’m in good health.” It hardly im- 
proves this illustration to put its meaning into ab- 
stract terms but nonetheless I would submit to you 
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the theorem that the prodigal exercise of inherent 
abilities is a cardinal sign of health. Kittens at play 
are a charming example of the prodigal exercise of 
inherent abilities. There is a flavor of good-natured 
exuberance in health, a giving, or, indeed, a cheer- 
fully uncalculated waste, of sheer excess and sur- 
plusage. It is so constant as to force us to use such 
phrases as “he radiates health and good humor.” This 
same charmingly bountiful feeling infuses Christ’s 
saying, “For I am come that they might have life and 
that they might have it more abundantly” a long 
cry, I have always thought, from puritanical asceti_- 
ism and reserve. 


Now let us turn to another aspect of this theme 
of health. What is your peculiar and unique role as 
therapists or,as I would call you, ward companions? 
For this talk will be in my opinion a failure if you 
do not gain from it a new and fresh picture of your- 
selves and your importance in the care and cure of 
human beings. I am convinced of the immense im- 
portance of the work you do in medicine. If I knew 
any better way to honor you than making you agree 
with me in this estimate of your importance, I'd 
follow it gladly. Let me begin by an observation at 
first apparently remote from your day-to-day ac- 
tivities. 

The English language, which most of us know so 
well as to be unaware of many of its peculiarities, 
has only one commonly used word meaning “to 
know.” This contrasts sharply with most of the oth- 
er European languages. They have two different 
words for the verb “to know,” for example, savoir 
and connaitre in French, two different verbs to con- 
vey two different kinds of knowing. There are indeed 
two entirely different kinds of knowing and_ they 
may be illustrated as follows. If you were to say to 
a friend, “Did you know that Pasteur was born in 
1822?”" he might reply, “Yes, 1 know it.” He knows it 
but he knows it through words spoken or written— 
and only so. The other kind of knowing, and I would 
call your attention to the fact that it is entirely apart 
from words and symbols, is exemplified by the state- 
ment “My dog knows me.” That refers to knowledge 
derived from experience. You don’t know that Pas- 
teur was born in 1822 in the sense that you were 
there or that it was part of your experience. But your 
dog’s knowledge of you—singularly discriminating 
and certain as it is — was not derived from reading 
about you or being told how to know you or be-ng 
shown your picture; it came from nothing but ex- 
perience. In French you would say “Mon chien me 
connait,” but even if he were a highly intelligent 
French poodle and you a French savant, you would 
never say “Mon chien me sait.”” So, clearly, there are 
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two kinds of knowing, one via symbols and the other 
as a result of experience. Further reflection on these 
two kinds of knowing reveals important diflerences 
between them. 

The knowledge that one gets from words or other 
symbols gives no deep satisfaction and no self-confi- 
dence but has the enormous advantage of being able 
to be transmitted to an almost unlimited number of 
people and to be stored for an apparently unlimited 
period of time. The knowledge that derives from ex- 
perience is just the other way around—it is almost 
impossible to convey it except indirectly, by example, 
it cannot be stored but it gives its possessor courage 
and deep satisfaction. 

Now, just how do these two kinds of knowing con- 
cern you? Well, you will note that the knowledge 
that comes from experience often cannot be put into 
words; it can be conveyed only by example. A good 
sailor may be quite incapable of telling you how to 
sail a boat but you can watch him sail and imitate 
him, and slowly — sometimes without a word spoken 
—you can come to know how to sail. 


And now comes the whole point of my message— 
you are the persons and most of the time the only 
persons in the hospital from whom the sick can come 
to know the beginnings of health. They can watch 
you and imitate you, and slowly — sometimes with- 
out any words—they can learn how to get well. This 
is especially likely when you do things with patients, 
not to them or for them. That is why I took this 
title, “The Beginnings of Health’ — you can be, 
indeed, you have already been, the authors of the 
beginning of health for your patients. I would have 
for you therapists a special status in hospital life be- 
cause you can set patients examples of health, show 
them the very signs of health I mentioned earlier— 
in an interest in the world about us, in laughing, in 
games, in sports, in your personal appearance, in 
spontaneity and informal manner, in self-control, in 
good-natural exuberance. Nobody on earth could by 
written or spoken words alone teach health as well 
as by example. And no one else but you in hospital 
life has explicitly the time to set that example. The 
doctors certainly have not the time to stay with their 
patients for long intervals of reassuring companion- 
ship. I wish they did. Indeed, I would add that what 
I have heard doctors most often praised for is their 
willingness to be a companion as well as a doctor. 
But if the doctors cannot be companions—and there 
are times when they should not—there is where you 
come in, and so effectively. Some doctors of discern- 
ment realize your remarkable usefulness. Don’t worry 
if you have to prove to the others the value of your 
services. Wordsworth wrote Lady Beaumont, “Every 
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great and original writer in proportion as he is great 
or original must himself create the taste by which he 
is relished.’’ The nurses since the days of Florence 
Nightingale have had the long struggle of creatin: 
the demand for what they can do. And they have 
succeded. That is the duty of every new profession. 
Don’t pity yourself if you have to show what you can 
do: it is an amusing challenge to you to do what I 
am convinced you have already done, without mere 
words, written or spoken. A few doctors know the 
secret . I am thinking of Dr. Howard Rusk. And 
there are many attendants and nurses who are aware 
of the power of example and companionship in help- 
ing patients achieve health. But yours is the singular 
and explicit opportunity to bring to convalescents 
the docorum of health; at first the gradual, but event- 
ually, the prodigal exercise of their inherent capaci- 
ties. 


Just before I started my internship I went into the 
hospital for a minor surgical operation. First the staff 
did things to me, then they did things for me. And 
then came a glum period of gas pains and discom- 
fort when nobody did anything with me. They were 
too busy and I understod that. I received a note of 
sympathy from a witty friend who wrote that she 
thought it was just as well for a young doctor to find 
out at the very beginning of his career just what it 
feels like “to be doing as well as can be expected!” 
The present is rarely, if ever, an agreeable part of 
being ill. So if the corrective therapist, with his gift 
of companionship and example and his eyes set on 
action for the future, can take the patient’s attention 
away from the present, he will take far more than 
half of the curse off that state described as “doing 
as well as can be expected.” One of the subtlest 
handicaps of hospitals lies buried in their terribly 
reinforced suggestion that the patients are already 
sick and are going to be sick and are expected to be 
just that. I have always liked the challenge to that de- 
pressing assumption in the motto of the Passavant 
Hospital in Chicago which, translated, runs “More 
than yesterday, less than tomorrow.” None but a fool 
would ignore that patients in hospitals are ill and 
perhaps will be worse before they are better. I am 
not urging you merely to show off the evidence of 
your superior health to timid or shattered bodies 
and spirits. Only infinite tact and gentle sagacity and 
a delicate sense of timing will save you from causing 
the very apathy and despair that bar the way to con- 
valescence for your patients. But I do say that point- 
ing the patient’s interest up and out of the present 
is a cardinal element in therapy. It is a corrective to 
the atmosphere of confinement, of regulations and 
orders and inescapable finalities. 
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I shall always remember the quiet wisdom of the 
founders of the Peckham Experiment in London, Dr. 
Inez Pearse and Dr. G. W. Williamson, in starting or 
quickening interest in various activities among the 
members of this social settlement. Take, for example, 
the way they quickened an interest in knitting among 
their women members. They did not begin by or- 
ganizing a class in knitting. Dr. Pearse scanned all 
her friends not attached to the Centre to find two 
or three women who loved to knit and knew a thing 
or two about knitting. She persuaded them to come 
to the settlement house once or twice a week and 
do there knitting there, in the big sitting room; no 
pressure to arrange a course, no lectures, no hours 
for instruction, nothing forced—just the quiet, in- 
formal example set by people who loved knitting. 
you can guess what happened — soon there was a 
group of cheerful knitters and some undecided on- 
lookers, both soon learning to knit by imitating the 
easy, informal example, and with praise honestly and 
spontaneously given each to the other and happily 
treasured. In that direction, among others, lies the 
gentle, unobtrusive way up, out of listlessness and 
discouragement. 


One caution as to the unique importance of what 
you do in the role that appears so clear to me when 
I regard the whole great task of medicine. The vast 
increase in exact transmissible knowledge of disease 
tends to increase the intellectual component of the 
doctor’s training and his work. Especially in diag- 
nosis but also in watching the evidence of the way 
the disease is going, the doctor is intellectually and 
at times emotionally preoccupied with solving the 
puzzle of disease. Without such preoccupation, with- 
out such care, without scientific knowledge on the 
part of the doctors and the laboratory technicians 
who make the tests of disease, we should all be the 
bewildered witnesses of patients bound whither we 
would know not. We would be adrift in the confus- 
ion of the varieties of symptoms and signs presented 
by each individual who is ill. But in convalesence, 
companionship not only strengthens returning pow- 
ers. I believe that your companionship and your 
wordless example actually awaken capacities that 
otherwise would languish and atrophy. In short, there 
comes a time when you are the treatment—the in- 
dispensable therapeutic hope of the physician and of 
the patient. Of course, I hope you take this extra- 
ordinary fact in a very matter-of-fact and humble 
way for there is no more insidious temptation than 
that offered by a pedestal. Few men and no profes- 
sions can survive life on a pedestal. That is my 
warning: beware of pedestals even if some false 
friend has talked you into thinking of getting up on 
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one — and that goes for all of us in the healing 
arts. If to the very sensitiveness that enables us to 
heal we add vanity and prestige-hunting, then it is 
we who are sick and dependent. 


The explanation I have offered of two kinds of 
knowing and my emphasis on knowing from ex- 
perience leads to the hope that you will realize how 
much you can learn and how much you can convey, 
without words. Allow me the paradoxical permission 
to use a few more words to convey how inadequate 
words are. In a little Brazilian school house far in 
the interior, I once picked up a text book on the Por- 
tuguese language which began, “Language is of three 
kinds; first spoken, second written and third gesti- 
culated.” And that is true—bodily activity, carriage, 
posture, movements of the eyes and lips or mere mus- 
cular tension without movement can express ideas 
that would take paragraphs of words to convey. Do 
we not speak of “the expression on his face?” The 
baby that cries or coos discovers (if that be the right 
word) that words are not necessary to convey im- 
portant ideas and emotions. What can we in turn 
say to babies? That remarkable pediatrician, Frede- 
rick Bartlett, used to write on the order sheet of some 
infants “T.& L.C.,” which meant that the baby need- 
ed and was to have tender and loving care. The 
theater uses with undeniable success the principle of 
communication through action. Can we afford to 
ignore the art of catching what patients are inten- 
tionally or unwittingly conveying by means of their 
wordless actions? Or, conversely, can we not learn 
to reach patients through actions that do not involve 
the language of words? I have often wished that we 
could use acting to teach medical students certain 
diseases by urging the students to act as though they 
had the disease they are studying. Such a form of 
teaching would alert some students to the inarticulate 
manifestations of the disease. I know a man who can't 
grasp anyone else’s thoughts or feelings unless they 
are put in words for him—he is as educated as that 
—and at times I cannot find words to express my ex- 
asperation with his ignorance and insensibility. 


And what of activity psychologically considered? 
We could start with the simplest unit of neurological 
phenomena, stimulus and response. And if you were 
being addressed by an abler psychologist than I, he 
could spend an easy hour on the subject of reestab- 
lishment of more activity as a prelude to rehabilita- 
tion. I can only remind you that it is of the essence 
of illness that the normal and habitual responses to 
stimuli are in sickness limited, inhibited, delayed or 
completely paralyzed and frustrated. Ease has gone. 
The “I” that exercises free choice and takes action 
turns into a frustrated and panicky “me.” Often the 
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patient protests himself by retreating into absolute 
dependency — a kind of salvation learned long ago 
in infancy and now recalled. Or he seeks another 
way out by “playing possum” and, by doing nothing, 
escapes the horror of knowing that there is so much 
he cannot do. Or he may run amuck—a frantic release 
of all kinds of activity that seems to belie his help- 
lessness and brings on the forgetfulness of complete 
exhaustion. Or he may resort to a general apathy— 
a form of deliberate detachment from everything in 
order to evade the terror of an attachment he can- 
not maintain. Each of these forms of response you 
can observe in caged animals: disease is a trap to the 
free spirit. 

In the face of these characteristics of disease need | 
make a case for the profound value of showing the 
sick or crippled patient as promptly as can be a way 
out through action on his part — action, almost any 
kind of purposeful action? Why do I say purposeful 
action? Because it seems certain to me that unless 
we have purpose, nothing can have meaning for us. 
Purpose implies potential action and so if you can 
lead a patient, even if ever so gently, into the return 
to purposeful action and confidence in his ability to 
take action you will have given him the beginnings 
of still further purpose and so have given him again 
a life that can have meaning. ‘That, as I see it, makes 
the case for corrective therapy. 


One final point upon this knowledge you have that 
comes from your skilled experience: do not despair 
of getting some of it into words. You can be so help- 
ful to each other if you can communicate some ol 
your experience. All those signs of health that I 
mentioned probably have relations to each other 
that many have known but no once has stated. Per- 
haps there are sequences in these signs or patterns 
that have particular but hitherto unrecognized sig- 
nificance. Think of them again — interest, tenacity 
of plan and purpose, laughing, making music, games, 
sports, dancing, spontaneity, prodigality of feeling 
and above all action — from your experience you 
can add others. No doubt some signs of health relate 
to other facts about an individual patient — his age, 
his disease, his past history, his temperament and his 
unmuttered estimate or picture of himself. For there 
is more than a possibility that with careful observa- 
tion, long and large records and generous discussion 
you can build a communicable knowledge of the de- 
pendable signs of health and perhaps even a few 
quantitative tests appropriate to a knowledge of what 
is health. More, perhaps, in your experience and 
your activities as corective therapists than anywhere 
else lies the knowledge of the beginnings of health. 
But in any case, even if you cannot tell it to each 
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other, you can convey it to needy patients by your 
wordless actions, and so fulfill your extraordinary 
role in the delightful professional task of the care 
and cure of your fellow men. 


PERSUASION-RELAXATION—Cont'd from P. 119 


situations outside of the ward. A small but reliable improve- 
ment in the use of intellectual skills was shown by the 
treated patients, but on the other hand, there was no change 
whatever in the type and severity of psychiatric sympto- 
matology. 

Results of this study strongly suggest that the Roland 
method is most successful in superimposing a number of 
ward-adjustive changes upon an otherwise unchanged pat- 
tern of psychiatric disturbance. 





CORRECTIVE THERAPY—Cont'd from P. 123 


We do not stop with a general outline of the 
need for relaxation and the methods of attaining it, 
but endeavor to talk the whole problem over with 
the patient, with a view of helping him as an individ- 
ual. The patient usually learns the routine of relax- 
ation through exercise quickly, and is soon able to try 
it himself upon retiring. He frequently finds it to be 
helpful in banishing a spirit of restlessness and in 
inducing a good night’s rest. One patient was so 
pleased with the results that he remarked enthusias- 
tically, “You could make a fortune by putting that 
routine on a record! I often use it on myself.” 

In addition to the general routine, other forms 
of relaxation such as walking, swimming and other 
sports are suggested to the patients. In the large 


variety of forms of relaxation which suggest them- 
selves to the therapist, the patient is almost certain to 
find at least one which specially meets his way of life. 

If another therapist asked me to make a briel 
summary of the suggestions I would make to him 
concerning his care of patients, I would begin by 
advising him to approach them in a spirit of hearty, 
sincere friendliness. I would tell him to accept the 
patient as an individual and as a friend, and to strive 
to be accepted by him on the same basis. Having 
established rapport with his patient, he should enter 
into discussions with him, accepting his advice and 
suggestions where possible, and correcting him in a 
tacttul manner when it is necessary to do so. I would 
advise the therapist to cultivate friendship with all 
his patients without neglecting a single one of them. 
In other words, I would suggest that he do all in his 
power to promote wholesome group situations in or- 
der that none of the patients under his care would feel 
it profitable to withdraw and remain aloof from the 
group. Above all, I would advise him to strive toward 
the goal of treating the patient as an individual, 
treating the whole personality as well as the body. I 
would finally impress upon him the fact that the 
media used in treating the patient and promoting 
his welfare are less important than the results ob- 
tained from the media. There are times when a well- 
placed checker may prove to be more beneficial in 
the treatment of a patient than the use of a 20-pound 
dumbbell. It is results, not rigidity of routine, that 
we seek, and for this reason both the opportunities 
and responsibilities of the therapist for the exercise 
of independent judgment are great. 





John E. Davis Award 

Achievement Award in Rehabilitation 
Annual Corrective Therapy Award 
Honorary Membership 

Fellow Award 


Professional Paper Award — California Chapter 





1957 AWARD WINNERS 


The Association for Physical and Mental Rehabilitation presented its annual awards at the 


banquet held at the Conrad Hilton Hotel in Chicago, July 11. The winners were: 


Fritz Friedland, M. D., Boston, Massachuseits 

Peter Volpe, M. D., Columbus, Ohio 

Edward D. Friedman, East Orange, New Jersey 
Harvey J. Tompkins, M. D., New York, New York 
Karl K. Klein, Austin, Texas 


James M. Field, Durham, North Carolina 
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ERNST SIMONSON, “Changes of Physical Fitness and 
Cardiovascuiar Functions With Age.” Geriatrics, 12:28-39, 
January, 1957. 


The maintenance of physical fitness with age has 
become an important national problem due to the increas- 
ing proportion of older population. The effects of age and 
cardiovascular disease are parallel; the effects of training 
and aging are opposite in direction. The possibility of 
training older cardiovascular patients is well founded in 
animal experiments. The load must be heavy enough to 
produce training effects but below the risk level of over- 
exertion. Physical activity may be a factor offsetting the 
development of coronary atherosclerosis. 





J. F. DREW, “The Painful Foot,” Medical Journal of 
Australia, 1:239-244, February 23, 1957. 


The human foot is a makeshift apparatus evolved from 
the grasping mechanism of arboreal creatures. It may be 
considered as a series of bones forming an arch in their 
long axis. The talus is the keystone and the calcaneus and 
the heads of the five metatarsals form the two bases. The 
arch is heid in position by the plantar ligaments and the 
calcaneo-navicular ligament, assisted by the anterior and 
posterior tibialis and other muscles. The transverse arch 
formed by the proximal ends of the five metatarsal bones 
has little functional significance. The transverse arch 
formed by the distal ends of the metatarsal flattens during 
walking and each head takes its share of the load. In 
primitive groups the longitudinal arch is almost completely 
flat when weight bearing in the relaxed state but becomes 
highly arched in action. In civilized groups the arch is 
static, brought about by the splinting action of shoes. 
The hichly exercised foot of the ballet dancer is similar to 
that of the primitive. The complicated individual muscular 
actions described in the anatomical text books are mislead- 
ing since they do not take into consideration the static 
nature of the arch or the force of gravity which renders 
the individual muscle force insignificant. The muscles 
associated with the foot subserve little if any propulsive 
action in walking. In correct walking the weight is first 
taken on the heel, transmitted along the lateral border of 
the sole of the foot, and then medially across the line of 
the metatarsal heads, while the brunt of the take-off is 
born by the first metatarsal head and great toe. This action 
is practical only if the feet are kept parallel during walking. 
Foot exercises have three main objectives: to improve the 
local circulation; to stabilize the correct position of the 
foot in relation to the leg; to hold the gains from manual 
manipulation and to act as self-manipulative forces. 





E. SPIRA, “Replacement of Biceps Brachii by Pectoralis 
Minor Transplant,” Journal of Bone and Joint Surgery 
(British Volume), 39-B:126-127, February, 1957. 


Following an attack of poliomyelitis a 29 year old man 
had total paralysis of the pectoralis major, biceps brachii 
and deltoid muscles on the right side. The triceps was 
weak and could not extend the elbow against resistance. 
The pectoralis minor was dissected free from the 3rd, 4th 
and 5th ribs and sutured under tension to the tendon of 
the biceps brachii. Six months after the operation there 
was virtually a full range of extension of the elbow, with 
strong flexion through a range of 135 degrees. The patient 
was able to flex the elbow against a resistance of 10 kg. 
The formerly weak triceps increased in strength. 
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F. G. DAY, “Hallux Valgus.” Canadian Medical Association 
Journal, 76:618-620, April 15, 1957. 

Since the advent of high heeled shoes with narrow- 
pointed toes the incidence of hallux valgus has steadily 
increased until it is now the most frequent deformity of the 
adult foot. The great toe is abducted toward the outer 
border of the foot. The head of the first metatarsal is 
spread medially away from the head of the second meta- 
tarsal, increasing the width of the anterior portion of the 
first intermetatarsal space. The transverse metatarsal liga- 
ment connecting the heads of the metatarsals becomes 
stretched, the support given by it to the transverse arch is 
lost, the heads of the second, third and fourth metatarsals 
fall and bear an increased proportion of the body weight in 
walking. The forefoot broadens and the pressure of the 
shoe initiates new bone formation and the appearance of 
protective bursa over this new bone. If the bursa becomes 
over-distended with fluid, a bunion results. Plantar cal- 
losities are developed in a futile attempt to protect the 
bone from trauma. Soon these become painful. Secondary 
changes occur in the contraction of the capsule on the 
lateral side of the first metatarsophalangeal joint with the 
stretching of the capsule on its medial side. The direct 
distance between the point of origin and insertion of the 
extensor hallucis longus muscle is diminished owing to the 
displacement inwards of the great toe. In the early stages 
proper shoes will be of considerable benefit and perhaps 
prevent further progression. In the latter stages it is im- 
possible to restore the foot to normal. Correctly fitted meta- 
tarsal pads will raise the painful areas under the metatarsal 
heads so that they are no longer a weight bearing area. 
The metatarso-phalangeal joint may then be treated surgic- 
ally. 





ALEXIUS RACHOUN, “Some Guiding Principles in Handling 
Injuries of College Football Players.” Student Medicine, 
5:79-82, April, 1957. 

A physician engaged in sports medicine finds himself 
surrounded by an atmosphere of urgency. He notes that 
athletes tend to ignore painful injuries that would incapa- 
citate most non-athletes. Eventually, he works out two 
basic principles: (1) he must be as sure as possible that 
by permitting a player to return to practice he is no‘ 
exposing that player to further, more serious injury with 
permanent sequelae; and (2) he must not retain a player 
on the injured list longer than is absolutely necessary. 
Functional recovery in this group is more rapid than it is 
among the non-athletes. Perhaps this is due to intense 
motivation and early active use. When faced with the 
question as to whether a player should be released from 
the injured list, the team physician must resort to careful 
thought and be guided by his experience. There is no guide 
book to go by, and each case has its own peculiarities which 
do not permit of rule-of-thumb practices. Early functional 
use of the knee joint and early return to practice after 
injury of that joint usually result in recurrence of injury. 
Prolonged rehabilitation with slow return to practice is 
productive of better results in the treatment of knee injur- 
ies. 





JAMES G. HIRSCH, RUSSELL W: SCHAEDLER, CYN- > 


THIA H. PIERCE, AND I. MACLEAN SMITH, “A Study 
Comparing the Effects of Bed Rest and Physical Activity 
on Recovery from Pulmonary Tuberculosis.” American 
Review of Tuberculosis and Pulmonary Diseases, 75:359-409, 
March, 1957. 

There is increasing disacreement concerning the effects 
of bed rest in tuberculosis. A small number of adult females 
moderately far advanced or far advanced in pulmonary 
tuberculosis of recent origin were alternated through periods 
of bed rest and physical activity (calisthenics, volley ball, 
etc.). Detailed clinical and laboratory observations revealed 
no detectable deleterious effect from the physical activity. 
Further studies will be needed to determine the influence of 
physical activity on relapse. Bed rest is potentially harmful 
and the prescription of prolonged inactivity may be danger- 
ous and unjustifiable. Further clinical studies are needed 
to assess its role in the modern treatment of tuberculosis. 
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STANLEY RIVLIN, “Fainting on Parade.” The Practitioner, 
176:541-542, May, 1956. 


The traditional description of the mechanism of venous 
return from the lower limbs embraced two factors: negative 
pressure on the thoracic great veins during inspiration and 
arteriolar and capillary inflow encouraging venous outflow. 
Most important of all is the pumping action of the calf 
muscles, surging the venous blood onward and upward by 
means of non-return valves at the junctions of the super- 
ficial with the deep veins. Patients with varicose veins and 
ulcerated legs enjoy walking, since there are always a few 
valves functioning to reduce local venous return when the 
patient exerts muscle pumping action. Prolonged immobility 
in the erect position on a hot day may so diminish the 
venous return to the right heart as to reduce cerebral blood 
flow to the anoxic border-line with resultant temporary 
loss of consciousness. Additionally, the volume of the blood 
is reduced by fluid loss into the tissues of the lower limh. 
Prolonged standing should be preceeded by short drills 
designed to encourage leg muscle movement, and the recruit 
should be trained to control and relax his lower limb 
muscles should he feel faint. 





GAVIN R. DAWSON, “The Hypertrophied Human,” Zodiac, 
IV:40-41, January, 1957. 


Many people think that when a man who has trained 
hard on progressive resistance exercise stops exercising, 
his big muscles will turn to fat. People who have spent a 
lifetime building up their physiques never stop training. 
Many exercise until well after sixty and at that age are 
usually far fitter than the average individual. When the 
physique star slackens off in training, his muscles, not 
getting the work they are accustomed to, reduce in size. 
This, coupled with a reduced dietary intake and light but 
regular exercise, keeps him fit and prevents the laying down 
of fatty tissue. More and more athletes realize that strength, 
combined with speed and style, is of primary importance 
in the face of heavy competition. Zatopek used to do 
hundreds of squats with a heavy barbell placed across his 
shoulders. This may well have been the secret of his tre- 
mendous strength and stamina. Nevertheless, too much 
time may be spent on physical development with too little 
spent on the development of the mind, which in this age 
must take the place of primary importance. 





LAWRENCE E. HINKLE, JR. AND HAROLD G. WOLFF, 
“A Brief for the Investigation of Human Ecology.” Clinical 


Research, V:127-128, April, 1957. 


Ecology deals with the interrelations between organisms 
and their environment. It considers the physiologic and 
biochemical adaptive mechanisms of the organism and the 
anatomic structures upon which these are based. In a 
given instance the ecologist attempts only to study the 
variables which appear to be pertinent, but he is constantly 
aware that a multiplicity of factors are operative. Man’s 
relation to his environment must be viewed in the light of 
his biologic background and makeup, the physical milieu in 
which he lives, the culture of the society of which he is a 
member, and the many-faceted position which he occupies 
in the social structure. Much of the illness from which men 


suffer is an aspect of their interaction with their environ- 
ment. 





“Olympic Award,” Journal of the American Medical Asso- 
ciation, 164:87, May 4, 1957. 

The International Olympic Committee has awarded the 
1956 Fearnly Cup to the Stokes Mandeville Games in 
recognition of the outstanding services of the International 
Sports Movement for the Paralyzed, to the Olympic move- 
ment. This is the first time it has been awarded to a sports 
organization for the disabled. At the 1956 Stokes Mandeville 


Games 300 paralyzed competitors from 19 nations partici- 
pated. 
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CHARLES J. FRANKEL, DAVID K. WEBSTER and THO- 
MAS M. HAMILTON, “Experimental Use of Hydrocortisone 
in the Traumatized Knees of Rabbits.” A.M.A. Archives of 
Surgery, 74:399-404, March, 1957. 


The literature indicates that the local use of hydro- 
cortisone acetate appears to hasten the return of injured 
tissues to normalcy. However, there does not appear to be 
any investigation to simulate traumatic synovitis, such as 
athletes sustain, nor is there an explanation for the frequent 
complaint of pain following the injection. A 200 gm. weight 
was dropped eight times from a height of 1 meter onto the 
anterior aspects of the knees of rabbits anesthesized by 
intravenous pentobarbital. The animals were also subjected 
to a twisting of the knee joint. Synovitis, thickening of the 
synovia, inflammation and fibrosis resulted. Ten rabbits 
were given the course of traumatization twice and were 
then injected with hydrocortisone. When sacrificed, mild 
inflammation with fibrosis and healing to moderate sub- 
acute inflammation and activity were found. Overuse of 
the drug, however, delayed healing and resulted in granu- 
lomatous changes, which may account for the burning pain 
experienced by patients after injection. It is suggested that 
the use of hydrocortisone be preceded by injection of a local 
anesthetic, that at most two or three injections be given, 
and that five to seven-day intervals be allowed before 
injection is repeated. 





DONALD L. ROSE, STANLEY F. RODZYMINSKI and 
RALPH R. BEATTY, “Effect of Brief Maximal Exercise on 
the Strength of the Quadriceps Femoris.” Archives of Phys- 
ical Medicine and Rehabilitation, 38:157-164, March, 1957. 

The maximum isotonic load with which the quadriceps 
femoris could be fully extended and held for 5 seconds was 
determined. It was found that this weight could be increased 
1% pounds at each exercise period until the plateau maxi- 
mum was attained Larger loads than this could not be used. 
This applied regardless of the initial strength of the muscle. 
There was no correlation between initial strength and final 
strength, nor between initial strength and time required to 
achieve plateau maximum. The final increase in strength 
varied from 80 to 400 per cent more than the initial value. 
Once the plateau maximum was reached, it could be main- 
tained by exercise periods as seldom as once monthly. No 
significant muscle hypertrophy was observed. Cross educa- 
tion occurred in normal subjects but was not seen in im- 
mobilized extremities. It would appear that this effect is 
nullified when the extremity is prevented from developing 
the normal proprioceptive feedback to the central nervous 
system. 





“Sport Injuries,” Triangle, II:292-293, October, 1956. 


Many people find some form of sport a virtual necessity 
if they are to have an adequate amount of exercise. Prac- 
tically every sport carries with it a certain risk of accident, 
the nature of the injury being characteristic of the activity 
involved. Between the years 1946 and 1948 a total of 75,481 
accidents were treated at the communal accident center in 
Oslo, Norway. Of these 6,057 were sports injuries. Skiing 
and football accounted for about half the cases. Fractures, 
sprains and skin wounds were the most common. Disloca- 
tions occurred in only about 3% of the cases and concussion 
in a little over 1%. 





HENRY D. MOON and LEONE ST. VINCENT, “Effect of 
Somatotropin on Cells in Tissue Culture.” Science, 125:643- 
644, 5 April 1957. 


The growth promoting effect of somatotropin (pituitary 
growth hormone) has been known for many years, but 
there has been no evidence indicating whether it affected 
the cells directly or throuch some intermediate organ. The 
present experiment indicated that somatotropin acts direct- 
ly on cells as manifested by an increased rate of multiplica- 
tion of cells and an increased rate of protein synthesis. 


131 











HARRY T. ZANKEL, et al., “Physical Fitness Index Studies 
(PFI) in Hospitalized Diabetic Patients,” Archives of Physi- 
cal Medicine and Rehabilitation, 38:250-254, April, 1957. 
Nine diabetic patients assigned to corrective therapy; 
ten were assigned to manual arts therapy, occupational 
therapy, or to no organized activity. The mean PFI of those 
assigned to corrective therapy increased 28.5%; the mean 
PFI of those not assigned to corrective therapy decreased 
3.7%. Discussion by George Morris Piersol: This study 
produced experimental evidence to confirm Joslin’s dictum, 
“to the diabetic exercise is not a luxury; it is a necessity.” 
Fxercise causes muscle to burn up carbohydrate, thereby 
lowering blood sugar. The patient can take more food and 
the demand for insulin is lowered. Overexercise may cause 
such a fall in blood sugar that hypoglycemia or hyper- 
insulinism may result. “No care of diabetics should be 
considered too far advanced for an attempt at muscular 
redevelopment.” It brings about the beneficial general 
effects of exercise and aids in improving the circulation 
(especially in the legs) so often deficient in diabetics. 





GEORGE C. SUTTON, WILLIAM P. SWISHER and DON 
C. SUTTON, “Variations in the Response of Normal Persons 
and Cardiac Patients to the Nylin Heart Function Test.” 
American Heart Journal, 53:171-173, February, 1957. 
Individuals with organic cardiac disease metabolize a 
larger amount of oxygen in performing an amount of 
physical work than do normal persons. A disproportionate 
increase in oxygen consumption occurs during the period 
immediately following cessation of work, resulting in a 
slower than normal return to the initial rate of oxygen 
consumption. Measurement of this oxycen debt following 
standardized work has been utilized as an objective 
measurement of cardiac functional capacity by Nylin and 
others. Studies of normal subjects and of cardiac patients 
showed that the variation in individual response was s0 


great that Nylin’s test cannot be used to follow an indivi3- 
ual’s cardiac status. 





“Catching Cold from Showers After Exercise,” Journal of 
the American Medical Association, 163:1419-1420, April 13, 
1957. 


Reports relating to the incidence of “colds” being in- 
creased or decreased by the taking of showers following 
moderate exercise are contradictory. Difficulties in estab- 
lishing controls may account for this. Under proper environ- 
mental conditions, showering after exercise need not involve 
chilling. Assuming proper drying and a reasonable waiting 
period before going out in cold weather, a person should 
be no more susceptible to colds after a shower than before. 





STANLEY M. GARN, “Selection of Body Sites for Fat 
Measurement,” Science, 25:550-551, 22 March 1957. 

With the increasing interest in obesity, workers are 
turning to direct measurements of body fat. When the su- 
perficial fat layers are measured by pinch calipers, the prob- 
lem arises as to which sites to employ. Fat over the iliac 
spine, the mid-trochanter and the lower thoracic exhibit 
the greatest degree of communality and the highest cor- 
relations with weight. 





STANLEY M. GARN, “Fat Weight and Fat Placement in 
the Female,” Science, 125:1091-1092, 31 May 1957. 

Data on fat weight and fat placement in the female 
are meager. Studies of 107 adult American-born women 
revealed a median fat weight of 13.7 kg. The median for 
men is 12.6 kg. The difference relative to the total weight 
was marked. The percentage of fat for females was 23.7; 
for males 15.8. Compared with men, women carry more fat 
on and less in their smaller frames. 


Unless noted otherwise, all abstracts have been prepared 
by Philip J. Rasch, Ph.D. 





Editorials 


THE FIRST TRI-FORGANIZATIONAL 
CONFERENCE 


If our first impression is substantiated, the first 
joint convention of our organization with allied 
groups in the rehabilitation field was a marked suc- 
cess. As we grow older, we are inclined to view chang- 
es with a measure of doubt, and certainly there were 
doubts in many minds when this association first 
voted to take part in a joint conference in lieu of the 
traditional convention. These doubts were centered 
on the possibility that (1) the conference would run 
less smoothly than in past years; (2) the APMR 
would tend to lose its identity through such a meet- 
ing; and (3) the program would tend to be too gen- 
eralized with little of it being devoted to the techni- 
cal aspects of corrective therapy. For the most part, 
these doubts were dispelled in actual practice. The 
convention was very well planned with ample time 
being allotted in the program for each group to car- 
ry on its normal business meetings and technical dis- 
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cussions. In this way, each of the three organizations 
was able to maintain its own identity, hold its own 
elections, and discuss its own problems. In no small 
way, we owe a debt of gratitude for the efficient op- 
eration of the conference to Mr. Norman Tenner 
who represented this association as co-chairman. 

Obviously, the most tangible sign of a confer- 
ence’s success is the number of people in attendance. 
A large group tends to fill conference rooms and lec- 
ture halls with the hustle, bustle and general enthu- 
siasm which animates a convention and brings it to 
life. In this regard, this year’s meeting was fortunate, 
and it will not be surprising if an even larger group 
attends the next joint meeting which will be held in 
Atlantic City, N. J. in June of next year. 

We regret that due to the later date of this 
year’s meeting, we are unable to provide you with an 
adequate coverage of the business meetings and high- 
lights of the conference in this issue of the Journal. 


This material will appear in our September-October 
issue, 
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Book Reviews 





“Human Types,” by Raymond Firth. Revised Edition. (New 
York: Barnes & Noble, Inc., 1956. 224 pp. $1.50) 

Social anthropology deals with the question of how 
various societies solve their problems, and seeks to elucidate 
the factors which underlie the accepted solutions. Unlike 
mathematics, there may be several answers to a social 
problem, and there is nothing so educational as learning 
that the ones which the reader has always accepted as 
“right” may be considered abnormal or perverted by other 
groups. A knowledge of social anthropology becomes a 
necessity if a nation is to act intelligently in its dealings 
with other nations; or an individual is to function effective- 
ly with individuals of other cultures. Firth has provided an 
excellent introduction to the subject for the lay reader. 
Unencumbered by tedious footnotes or pedantic quibbling 
over minor details, the text moves pleasantly about its task 
of showing the reader some of the wavs in which man has 
responded to his environment, and how the insights gained 
from such studies may be put to practical use in the world 
today. A long list of books for further reading, maps locat- 
ing the cultures described, an index, and a number of 
pictures are included. At the price it represents a surprising 
value, and is recommended to all who are interested in how 
“the other half” lives and thinks. 

—PJR 


“Epilepsy: Grand Mal, Petit Mal, Convulsions,” by Letitia 
Fairfield. (New York: Philosophical Library, Inc., 1957. 159 
pp. $4.75) 


The affliction of epilepsy may become a tragedy when 
lack of information (or misinformation) about it is coupled 
with superstitious misconceptions regarding the disease. In 
this little book an attempt is made to present a useful guide 
to understanding epilepsy in its various manifestations 
Information is given regarding its causes, symptoms, diag- 
nosis, and treatment. Its sociological and legal implications 
for education, employment, marriage, and community life 
are covered. For the epileptic, or one interested in the 
epileptic, this book is an excellent, concise coverage of what 
is known about the disease today. While the cost of the 
text seems disproportionate, the value of its contents must 
be considered. 

—MLB 


“Modern Judo and Self-Defence,” by Harry Ewen. (London: 
Faber & Faber, 1957, 84 pp. $2.10) 


One of the notable recent developments in svorts !n 
the U.S. has been the widespread interest shown in Judo. 
In California it seems to be growing in popularity much 
faster than is intercollegiate wrestling. Apparently, it is 
being received with equal favor in Great Britain for the 
author of this book, who is himself Chairman of the 
Amateur Judo Association, notes that there are over 500 
judo clubs in Britain, some of them having 400-500 mem- 
bers. The author’s frankness in exp'aining the limitations 
of judo in self-defense is in refreshing contrast to some of 
the advertisements seen for other books on the subject. The 
section of self-defense is a comparatively small portion of 
the book and is noteworthy for its lack of complicated 
(and usually useless) maneuvers. American-trained judoka 
will observe that there is no mention of wazari (half-points) 
and that the Japanese names for the various throws and 
holds apparently have been discarded in Britain. With the 
exception of one confusing sentence—“Only a black be't 
may grade and he can grade up to one grade below his 
own”—the writing is clear and the illustrations are good. 
Those interested in practicing this sport will find Ewen’s 
book an excellent introduction to the subject. 


—PJR 
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“Counseling in Medical Genetics,’ by Sheldon C. Reed. 
(Philadelphia: W. B. Saunders Co., 1955. Reprinted 1956. 
256 pp. $4.06) 


Here is a small but highly informative book for anyone 
interested in eugenics; the information it contains is essen- 
tial for those concerned with counseling in this field. The 
author writes from his experience at the Dight Institute 
for Human Genetics and dea!s with the eugenic problems 
most freq iently met in an institution of this nature. Twenty 
of these (those statisticaily the most frequent) are discusse 
and the chances of the parents repeating the phenomena 
are evaluated. Such topics as twins, mongolism, clubfoot, 
heart disease, mental aberrations, effects of radiation, etc. 
are included. The text finishes with an appendix containing 
aphorisms concerning many other diszases of genetic origin. 

—MLB 


“Keerperliche und Geistize Eignung zvm Fuehven von 
Kraftfahrzeugen bei Hirnverletzten,’ (“Physical and Mental 
Suitability of Motor Vehicle Drivers With Brain Injuries”) 
by Artur Grossjohann. (Stuttgart: Georg Thieme Verlag, 
1957. In U.S.A. and Canada: Intercontinental Medical Book 
Corp., New York 16, N.Y. 814 pp. $1.80) 


In this voliume Dr. Grossjohann investigates the poten- 
tialities and efficiencies of persons suffering from traumatic 
brain injuries as drivers of motor vehicles. He describes the 
various physical, mental and emotional tests designed to 
determine whether or not the driver with traumatic brain 
injury retains sufficient degree of personality organization 
to continue driving and then applies the test results to the 
questions, “How safe are the drivers with traumatic brain 
injuries?” and “Who of them should be permitted to drive?” 
The author believes that any person with apparent physical 
ailment is a menace to traffic safety not so much because 
of the disability but because of psychological symptoms. In 
one chapter called “Casuistic,” Dr. Grossjohann describes 
seven clinical and social! histories. He describes the tests 
the patients have taken, the exact nature and extent of 
their injuries and the findings of the investigation board. 
Apparentiy careful testing paid off. All former patients 
permitted to drive weve only slightly less safe than the rest 
of the driving population. The author also compared thz 
group of brain injured drivers with groups with other 
physical, mental or emotional disabilities. He found the 
former to be just as safe or unsafe as any other group of 
drivers with disabilities. This book should be studied by al 
people who are concerned with the rehabilitation of patients 
with head and brain injuries especially when the question 
of continued driving is raised. 

—R.K. 


“School Health and Health Education,” by C. E. Turner, 
et al. (St. Louis: The C. V. Mosby Company, 1957, 466 pp. 
$4.00) 


This is the third edition of a book that has apparently 
peen favorably accepted by professional people in the field 
The authors attempt to present the solution to the problems 
of, “organization, methods and procedures in health educa- 
tion,” and the relationships and role of the various person- 
nel who contribute to the over-all health progryam of the 
school system. The book is divided into two parts. The first 
section con‘ains basic information regarding the develov- 
ment of the public and school health programs; health 
problems facing us today; and the relationship b2tween 
the school and the community concerning health education. 
The second part is entitled “School Health and Heal'h 
Ejucation in Action” and includes information relative to: 
The school health team and role of each member; the 
positive and negative aspects of the hea'th of school chil- 
dren; medical examinations as provided by the schools; 
communicable disease control; hygiene, p2rsonal and en- 
vironmental; mental heaith; the family and sex; health 
and physical education; and safety education. The book is 
an encyclopedia of information and facts concerning the 
total field of health education. 


—HJB 
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“Vocational Counseling With The Physically Handicapped,” 
by Lloyd H. Lofquist. (New York: Appleton-Century-Crofts, 
Inc., 1957. 381 pp. $5.00) 


Dr. Lofquist, of the psychology department of the 
University of Minnesota, has had considerable counseling 
experience, particularly with soldiers and veterans. He has 
analyzed and attempted to integrate the literature dealing 
with the vocational rehabilitation of variety of disability 
cases. His material is directed toward rehabilitation coun- 
selors working in medical settings. Dr. Lofquist discusses 
the professional responsibilities and relationships of the 
counseling psychologist, and then deals with a number of 
specific disability areas: diabetic, amputee, heart, hyper- 
tensive, paraplegic, cancer and skin. He describes the 
counseling process, deals with reference sources, and con- 
cludes with the identification of areas for further research. 
Appendix A very briefly considers persons with other dis- 
abilities such as the blind and visually handicapped, the 
deaf and hard-of-heaving, the tubercular, the psychiatric 
patient, the seizure patient, and the arthritic. Appendix B 
presents sample forms used in vocational counseling and 
Appendix C outlines an in-service training program. There 
is a strong tendency to consider the rehabilitation counselor 
as one chiefly concerned with “vocational counseling.” In 
view of the title of the books, this is a reasonable approach 
to follow. However, the reviewer after many years of hospital 
counseling has found that rehabilitation counseling involves 
the working through of almost every kind of problem— 
physical emotional, personal, economic. and “vocational.” 
Rather than to place the emphasis on “vocational counsel- 
ing,” it seems to this reviewer that the emphasis should be 
placed on efforts to develop all resources of the counselee 
so that his living and working may be at higher levels 
within his potentialities. This book is a valuable contribu- 
tion to the rehabilitation counselor and will be of consider- 
able help to those engaged in rehabilitation work. 


—MPM 





“Therapeutic Exercise for Body Alignment and Function,” 
by Marian Williams and Catherine Worthincham. (Phila- 
delphia: W. B. Saunders Company, 1957. 1°97 pp. $3.50. 
Paper, wire bound.) 


The contents of this booklet fall into four pa~ts: an 
analysis of standing posture, a description of exercises used 
to improve posture, a discussion of some fundamentals of 
good body mechanics, and a brief review of the kinesiolocy 
of the muscles which are the most important in maintain- 
ing good posture. As the authors point out, much of the 
material presented is in general clinical use, and the text is 
primarily designed to assist the reader in making an intelli- 
gent selection from techniques now available rather than 
to teach him new ones. It should be found useful as a teach- 
ing manual in courses in corrective physical education. 

—PJR 





“Health and Demography,” by Halbert L. Dunn. (Wash- 
ington, D.C.: U.S. Government Printing Office, October, 
1956. £4 pp. $ .50. Paper) 


Demography deals with the past. present and probable 
future of the popu'ation. This booklet consists principally 
of charts presented at a seminar on population dynamics 
held by the Bureau of State Services of the Public Health 
Service in May, 1956. It deals with such subjects as popula- 
tion trends in various geographic areas; age, marital status 
and economic characteristics of the.population, and indicat- 
ors of health and disease. From them the author deduces 
that “we are primarily faced now (with) the widespread 
eccurrence of illnesses without known pathogens or clear-cut 
modes of transmission or established ways of protecting the 
host.” It is highly probable that many of these arise out of 
the individual’s interaction with his life-environment. The 
implications of this study for the future of Public Health 
appear of great importance. 


—PJR 
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“Physical Education in the Elementary School,” by Leonard 
A. Larson and Lucille F. Hill. (New York: Henry Holt and 
Company, 1957. 376 pp. £5.75) . 


In a large number of American elementary schools 
Physical education is conducted by the regular classroom 
teacher. Many of these teachers have very little under- 
standing of the objectives, methods, techniques and even 
skills and desired outcomes expected for the class in physica! 
education. This book was written to assist those sincere 
teachers who are desirous of helping the students develop 
those qualities and abilities which can be obtained by a 
well-rounded scientific program in physical education. The 
book is divided into four parts. The first part emphasizes 
the “foundations” and principles of elementary school 
physical education. The second section is concerned with 
the educaticnal, adaptive, progressive and administrative 
aspects of the program. The third part establishes the 
standards for the program and the last section is devoted 
to the measurement and evaluation of the program. Many 
excellent charts on physical, social and emotional deve'op- 
ment, measurement and evaluation and others can be found 
throughout the book. After the bibliography, the authors 
have added a section of 171 pages entitled, “The Activities” 
which is devoted to a detailed grade by grade description of 
games, stunts, mat work, rhythms, singing games and folk 
dances. The book is a very fine source of elementary physi- 
cal education material and should be of use to professional 
and non-professional physical education teachers, as well 
as physical directors in social agencies, recreation centers 
and playgrounds. 

—HJB 





“Dance in Psychotherapy” by Elizabeth Rosen. (New York: 
Eureau of Publication, Teachers College, Columbia Univer- 
sity 1°57. 178 pp. $4.50) 


Some years ago Harrer suggested that neurotic ten- 
dencies might be ascociated with primitiveness from the 
evolutionary standpoint (this Journal, July-August, 1952.) 
This raised the question of whether psychiatric patients 
would respond dest to primitive music and dance steps. The 
present voiume is the first book dealing with this subject, 
and the author has confined her discussion to the use of 
creative (modern) dance with psychiatric female patients. 
A study of tnree different groups of psychiatric patients 
who were assigned to dance therapy is presented by the 
author. Although largely subjective in nature, the volume 
is replete with case histories and the author’s own observa- 
tions of patients as they participated in the program. Rosen 
observed that dance enabled the patients to exernalized 
certain inner feelings, but she found it impossible to make 
an cbjective eva'uation of the worth of the program. It is 
clear that the cooperation of a psychologist is necessary in 
making definitive studies of the use of any form of activity 
in psychiatric treatment, a conciusion which was reached 
some years ago by corrective therapists at the Los Angeles 
V.A. Center who became interested in dance therapy for 
the mentaliy ill. It is to be hoped that Rosen will continue 
her studies and eventually give us the answer to this prob- 
lem. 


—PJR 





“The Twenty-Fifth Annual Survey of Football Fatalities, 
1931-1956,” by Floyd R. Eastwood et al. (American Football 
Coaches Association, January 7, 1957. 29 pp. Paper. Free) 


The format of this report is identical with that of past 
years, but the volume is presented with a newly designed 
and attractive cover. During the fall of 1956 football resulted 
in 17 fatalities. The Committee on Injuries and Fatalities 
makes some vigorous recommendations concerning the need 
for better pre-season conditioning, officiating, medical at- 
tention, and helmets. Of all fatal injuries in football since 
1947, 73.22% were due to traumatic blows to the head. Ths 
Committee should have the full support of every coach 
player and fan in its effort to make the game a safe one 
to play. 


—PJR 
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“Movement Fundamentals,” by Janet A. Wessel. (Englewood 
Cliffs, N.J.: Prentice-Hall, Inc., 1957. 270 pp. $3.75. Paper) 


The title of this text hardly gives a clue to the extent 
of its contents. “The Intelligent Woman’s Complete Guide 
to the Science and Art of Movement” would have been 
more descriptive. Designed as a workbook for college women. 
it seeks to help the student understand the role of activity 
in her life. The basis of this book is the philosophy of 
physical education presented in Body Dynamics, by Eleanor 
Metheny, who wrote the foreword to this volume. It is also 
the philosophy of corrective therapy—life is activity, and 
fitness for activity is affected by and reflected in everything 
one does in life. Wessel first discusses the factors that make 
uv fitness, shows the student how to analyze her physical 
potentials, how to develop the art of movement and how 
to maintain this abilitv after it is achieved. Frequent 
ouestionnaires and charts furnish objective methods by 
which the student may evaluate herself. It is somewhat 
surprising to find her advocating the use of the full squat 
in exercise. The text proper ends with a long and detailed 
section on how to be an intel'igent spectator of the dance 
or athletic contests. Many men will find it worth the price 
of the book just to have their wives read this section—and 
should study it themselves. Two avvendices, one on Weight 
and Prorortional Standards, and one on Scoring Tables 
for Phvsical Performance and Motor Ability. comvlete the 
book. The text is profuselv illustrated and each section is 
followed by a selected bib'iography. In these days when 
physical education so often seems on the verge of degenerat- 
ing into group psychotherapy, it is encouraging to see one 
of the younger leaders in the women’s field stressing the 
values of a beautiful figure, graceful movement and the 
appreciation of skilled performance. 


—PJR 


“Your Career in Phvsical Education,” bv Granville B. John- 
son, Warren R. Johnson and James H. Humohrey. (‘New 
York: Harper and Brothers Publishers, 1957. 275 pp. $3.50) 


This book is written by three well oualified professors 
of physical education who apparently have a very fine 
philosophy and understanding of this field. The material is 
presented in three parts. The first contains an orientation 
to the profession. including the meaning, historical and 
contemporary interpretation of physical education, and the 
objectives of the program in elementary, secondary, and 
higher education. The second part is devoted to professional 
preparation, job procurement, and the role of the physical 
educator in the school and the communitv. The third sec- 
tion is a development of the allied fields of health and 
recreation. The book is interesting, informative and should 
be read not onlv by the student but also by members of all 
branches of physical education. It is surprising, however, 
to find that no mention is made of the corrective theravist. 
the physical education specialist in the field of physical 
and mental rehabilitation. It is regrettable that neither the 
Association for Physical and Mental Rehabilitation nor the 
Journal of the Association are mentioned in the chapter 
devoted to professional organizations and literature, espe- 
cially since this organization is an affiliate member of the 
Association for Health, Physical Education and Recreation. 
It is felt that all physical educators should recognize and 
promote corrective theravy as the family member which is 
Successfully extending the professional field of physical 
edvcation in realms which in the past have been associated 
with such names as Ling, Spiess, and Jahn, and today with 
McCloy, Rathbone, and other leaders of physical eduvation. 

—HJB 


BOOKS RECEIVED 


“The Turning Point.” (New York: National Association for 
Mental Health. 25 pp. Paper) 


1956 annual report of the National Association for 
Mental Health. 


J. A. P.M, R. — JULY-AUGUST, 1957 


“Essentials of Nutrition,’ by Henry C. Sherman and Caro- 
line Sherman Lanford. Fourth Edition. (New York: The 
MacMillan Company, 1957, pp. 505. $4.99) 


The general reader will find this one of the best intro- 
ductions to the study of nutrition. It provides a clear and 
authoritative guide for anyone interested in the subject— 
and that certainly includes all corrective therapists. Com- 
paring this new Fourth Edition with earlier editions, the 
most evident change is the increased amount of material 
included under the “Suggested Readings” at the end of 
each chapter. These are thoroughlv up-to-date, citing such 
recent publications as the Second Edition of Present Know- 
ledge in Nutrition (reviewed here November-December 
1956). The text, of course, has been completely revised in 
accordance with the latest findings. An idea of how exten- 
sive this revision has been mav be gained by comraring 
Chapter V, “How to Meet the Energy Need and Have the 
Body Weight You Want” with that in earlier editions. The 
material on the “goitrogenic action of some vegetables” 
may be a new concent to many readers. For some reason 
there seem to be a few ommissions; the reviewer could find 
no reference to vitamin P or para-aminobenzoic acid in the 
index. Appendices deal with the fattv acids, digestive en- 
zymes, composition and nutritive values of foods. recom- 
mended dietary allowances and a glossary. All in all. this i+ 
an excellent text and is unhesitatingly recommended 

—PJR 


“Physical Measures in the Treatment of Poliomyelitis.” bv 
Robert J. S. Reyno'ds. (London: Faber & Faber, 1956. 140 
pp. $1.80) 


This small book is a somewhat disordered compilation 
of ideas and comments on the treatment of noliomvelitis 
based primarily on the Kenny methods. The information 
given on gait training seems quite inadeouate, as does the 
discussion of the use of braces. Some of the techniaues 
advocated are contrarv to the established treatment pro- 
cedures in the United State: one wonders whether they are 
the usval methods emvloved in Great Britain or whether 
they represent the authors’ own ideas. It seems strange to 
find a chapter on reconstructive surgery in a book written 
by a physical theranist; surely this is an example of a 
writer venturing outside of the area in which he is com- 
petent to sveak. In the opinion of this reviewer, the book 
offers nothing to iustifv its purchase by th> corrective 
therapist working with polio patients. 

—PJR 


BRITISH OLYMPIC PUBLICATION APPRAISES 
CULTURAL STUDY OF GAMES 


(The following review by Willy Meis] appeared in the May 
1°57 issue of World Sports, official publication of The 
British Olympic Association, and is reprinted with the kind 
consent of the Editor.) 

“In formulating and guiding the policy of the Olymvic 
Games, the International Olympic Committee has made a 
moral contribution to mankind comparable to those made 
by the International Red Cross and the Quakers, who have 
enlarged the scope of individua!' dignitv and world peace. 
though of course, by different means. The I.0.C. has thus 
earned the appreciation of the world, which, it is hoped, 
will find appropriate formal expression.” 

That is the final summing-up of a remarkable, un- 
precedented book entitled Sports in the Cultural Patte~n 
of the World,* given to me recently by Dr. Ernst Jokl, pro- 
fessor of physical medicine at the University of Kentucky, 
U.S.A. It is a study of the 1952 Olympics. Out of date, you 
say? Well, it took Dr. Jokl and his four Finnish co-author 
scientists years to distil every drop of significance from 
the mountains of information about those Helsinki Games. 

This is “highbrow” sports writing: uninteresting to the 
dull, superficial sports fan, but well worth attention from 
sport’s intelligent friends . . . and especially its enemies. 
It would repay intensive study by the United Nations and 
U. N, E, S, C, O, — the latter organization recently having 
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brought out a document which touches, far less thoroughly 
and interestingly, on some of the same points. 

The authors have pooled their knowledge to relate 
national Olympic interest and success to social, economic, 
climatic, educational and other conditions. They find that 
sport is an effective and dignified means of cultural expres- 
sion for small countries, for in the Olympics they can pre- 
sent themselves on equal terms with economically and 
politically stronger nations; and further, “the contemporary 
sports movement is a cultural force moving in the direction 
outlined cy Smuts for the emotional and moral benefit of 
mankind.” 

From a wealth of fascinating figures and scientific 
conclusion, this review can give only a few samples. 

For instance, the authors evolved a “points” system to 
show ratios of success in the Games, awarding 100 marks 
to the winner of an event, nil to the last competitor, and 
grading the gap between them accordingly. As a result, 
they draw interesting conclusions about the 1952 success 
of various nations. 

The U.S.A. and Russia, for example, are generally 
accepted as the stars of Helsinki, but their combined 
population was then 346 million and they scored 17,706 
points. This compares unfavourably with 12,873 scored by 
the four Scandinavian countries, considering that their 
population was only 19 million. Per million of population, 
this works out at only 51 for the U.S.A. and Russia, and 
678 for Scandinavia! On the same basis, Central America’s 
44 compares well with Russia’s 45. 

Asia’s rate of 4.7 points per million (in a 1,300 million 
population) lags, in terms of physical fitness and efficiency, 
“even behind the black man’s Africa south of the Sahara 
Desert.” But, add the authors, “with the rapid social and 
political evolution of the people of Asia, there will be in 
evidence in the near future more participation and success.” 
Yes, indeed! That increase may stagg2r the world when 
Communist China enters the 1960 Games in Rome. 

Higher civilisation, with all it embraces (low infant- 
mortality rates, sufficient food, good housing, hygiene and 
education, a high level of economic development) generally 
produces bigger successes in sport. “The most successful 
athletes generally came from countries with the lowest 
infant-mortality rates,” says the book. “Ratios used for 
measuring Olympic success are likely to favour societies 
whose children enjoy the greatest freedom from disease, 
hunger and want.” 

There is a correlation between infantile mortality and 
birth-rates, however (nations with a high mortality-rate 
obviously have a high birth-rate)—and sport statistics re- 
pudiate the view that a low birth-rate indicates lack of 
national vitality. “Athletes from countries with low birth- 
rates collected, on average, more points per participation 
than did those from countries with higher birth-rates.” 

Did you know that female entries and achievements in 
the Games reliably reflect the social status of women in 
various countries? Or that the nations whose womenfolk 
were absent from Helsinki generally had poor records of 
child-mortality and longevitv? A healthy society boasts 2 
high standard of female physica! efficiency. Says the book: 
“A large number of the women’s Olympic finalists were 
married and had children . . . at least two were grand- 
mothers . . . One of the ancient dreams of womankind, 
that of retaining their youth, has been brought nearer to 
fulfilment.” 

And also: “Phvsiological and clinical data resulting 
from scientific studies of women’s athletic points towards 
the conclusion that, biologically, the female sex is more 
robust and more capable of adapting itself to the demands 
of environmental! challenges than has so far been assumed.” 

As a sports writer, I would put it less scientifically but 
more bluntly: Women are, in a sense, relatively the stronger 
sex. They entered international sport much later than the 
men, and, judged on performances and world records, have 


progressed more quickly. They are likely to continue to do 
So. 


* Sports in the Cultural Pattern of the World is obtainable 
from: Kentucky Rehabilitation Center, University of Ken- 
tucky, Lexington, Kentucky. Price, $5.00. 
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LASKER AWARD WINNERS ANNOUNCED 


An American physician-editor, a Finnish surgeon and 
an international veterans’ group have been named winners 
of the triennial Albert Lasker Awards for outstanding 
achievement in the development of services for the physic- 
ally disabled. The winners are: 


Dr. Howard A. Rusk, chairman, Department of Physical 
Medicine and Rehabilitation, New York University-Bellevue 
Medical Center, New York, and associate editor of The 
New York Times; Professor Fabian W. G. Langenskiold, 
president of the council, the Invalid Foundation, Helsing- 
fors, Finland; and The World Veterans Federation. 


The Awards, consisting of $2,000. each and a silver 
statuette of the Winged Victory of Samothrace, were an- 
nounced by the Albert and Mary Lasker Foundation and 
the International Society for the Welfare of Cripples in 
New York. They will be presented at Church House, West- 
minster, London, England, on July 24 at the Seventh World 
Congress of the International Society. 


Dr. Rusk, erganizer of the rehabilitation program for 
disabled American airmen during World War II, was cited 
as a “laborer and pioneer in the service of the physically 
afflicted, consultant, eloquent spokesman, and distinguished 
rehabilitation mentor to the entire world.” 

Dr. Langenskiold, director of one of the world’s leading 
rehabilitation institutes, was cited as a “distinguished 
surgeon, educator and prime mover in the cause of the 
disab!ed.” 

The World Veterans Federation, with headquarters in 
Paris, was hailed for its “technical assistance and positive 
support to the planning and development of modern re- 
habilitation services in more than 30 nations.” Secretary 
General Curtis Campaigne will accept the Award for the 
Federation. 


The three Awards were established in 1954 to emphasize, 
through the recognition of individval and grouv accomp- 
lishments which are internationally significant, the im- 
portance of developing improved services for the disabled 
persons of the world. They are conferred every third year 
by the Lasker Foundation throuch the Congresses of the 
International Society. Dr. Henry H. Kessler. medical direct- 
or, Kessler Institute for Rehabilitation, West Orange, New 
Jevsey. served as chairman of the Lasker Awards Committee. 
The Committee this year also included: Dr. Gudmund 
Harlem, Minister for Health and Social Affairs of Norway: 
Dr. Jose I. Tarafa, director of the Franklin D. Roosevelt 
Rehabilitation Centre, Havana, Cuba: Mr. Jean Regniers. 
div-ector, Association Nationale d’Assistance aux Enfants 
Estropies, Charleroi, Belgium; and Miss Jean Tuxen, na- 
tional secretary, Australian Advisory Council for the Physi- 
cally Handicapped, Melbourne, Australia. 

Describing Dr. Rusk’s achievements, the Committee 
said: 

“... His unflagging efforts to create and inspire a 
continuing international exchange of medical and thera- 
peutic personnel and of information on the best means of 
salvaging, educating and employing the disabled, have 
contributed significantly to the increased diffusion and 
acceptance of rehabilitation concepts being witnessed all 
over the world. 


“As a vigorous missionary on behalf of the United 
Nations, World Veterans Federation, International Society 
for the Welfare of Cripples and the American Korean 
Foundation, he has studied and encouraged the development 
of rehabilitation programs in numerous countries and has 
personally projected abroad a larger understanding of the 
practical advantages of activities for the handicapped, 
emphasizing also that such activities are a natural out- 
growth of mankind’s spiritual and moral character. 
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“An ambassador of humanity, utilizing the world-wide 
prestige of The New York Times, he has advocated effec- 
tively the recognition of rehabilitation as a common human 
denominator in approaching the problems that separate 
nations.” Dr. Rusk is now president of the International 
Society for the Welfare of Cripples and president of the 
World Rehabilitation Fund. 

The Awards Committee called Dr. Langenskiold “a 
devoted leader in the development and betterment of broad 
rehabilitation services .. . The influence of example of his 
long career has extended far beyond the boundaries of his 
native land. His confidence in, and contributions to inter- 
national collaborative action have helped significantly to 
create a more widespread awareness that the physically 
handicapped can be helped to help themselves. 

“In his own country, he was for many years in the 
forefront of a ceaseless movement to secure full legislative 
recognition by the Government of the need for employing 
therapeutic, social and vocational services to assure the 
physically impaired person’s return to the community and 
work. His driving force has been instrumental in making 
the Invalid Foundation one of the world’s leading institu- 
tions and a tribute to Finland’s signal rehabilitation pro- 
gram. As a noted surgeon, more than improving the physical 
condition of countless crippled persons, he strove through 
total planning to equip their lives with a new dignity, 
purpose and meaning.” 

The World Veterans Federation was lauded by the 
Awards Committee for “a far-reaching record of rehabilita- 
tion achievements for the welfare of disabled veterans and 
civilians ...It has conscientiously exercised its collective 
influence to promote the employment of the physically 
handicapped everywhere and to arouse heightened universal 
interest in the economic and social value of rehabilitation. 
Its ardent program has accorded high priority to the train- 
ing of specialized personnel, the exchange of basic informa- 
tion and techniques, the meetings of experts, the organiza- 
tion of seminars and the provision of scholarships. The 
Federation’s cooperative action in adopting the Solo Re- 
habilitation Center in Indonesia as a major joint pilot 
project has served to bring to the people of Southeast Asia 
living proof that the disabled can be given a useful, in- 
tegrated role in society. 

“By equating rehabilitation goals with its principal aim 
of promoting the cause of international good will, the 
World Veterans Federation has demonstrated in tangible 
terms that the dignity of the individual remains the 
foundation of civilization.” 

The Albert and Mary Lasker Foundation established 
the annual Albert Lasker Awards in 1944 to honor and 
encourage outstanding achievement in medical research 
and public health administration. Nine of the scientist 
winners have later received Nobel Prizes. 





COLLEGE OF SPORTS MEDICINE 
HOLDS ANNUAL MEETING 


The American College of Sports Medicine held its fourth 
annual meeting at the Hotel Barbizon-Plaza in New York, 
June 7-8. The meeting featured panel discussions on exercise 
in health and disease, a special Olympics Night, and a 
number of papers on technical aspects of medicine as 
related to sports. 

The Association for Physical and Mental Rehabilitation 
had several of its members participating in the meeting: 
Kari K. Klein of Austin, Texas read a paper on “A Pre- 
liminary Study of the Dynamics of Force as Applied io 
Knee Injury in Athletics, and as Related to the Supporting 
Strength of the Involved Musculature; Dr. Philip J. Rasch 
presented “Studies of Intercollegiate and Olympic Wrestlers” 
and Dr. Frank D. Sills discussed “The Effectiveness of 
Heavy Resistance Exercises in the Treatment of Low Back 
Pain. Dr. Raymond A. Weiss was program chairman of the 
event while Dr. Josephine L. Rathbone presided at one of 
the clinical sessions. Dr. T. K. Cureton, a member of the 
advisory board of APMR, discussed the “Effect of Physical 
Training on the Precordial T-Wave of the Electrocardio- 
gram and its Value for Predicting Physical Fitness.” 


J. A. P.M. R. — JULY-AUGUST, 1957 


CERTIFICATION BOARD 
SCHEDULES EXAMINATIONS 


Louis F. Mantovano, coordinator of the examining 
board, has announced the following schedule of exam- 
inations for 1958 and thereafter for candidates for 
certification by the ABCCT: 

March 

Kentucky, Tennessee, North Carolina, South Caro- 

lina, Georgia, Alabama, Mississippi, and Florida. 
April 

New York, New Jersey, Pennsylvania, Delaware, 

Maryland, District of Columbia, West Virginia, 

and Virginia. 

May 
New England. 

June 
Wisconsin, Minnesota, Michigan, Ohio, Indiana, 
Illinois, and Iowa. 

July 
Louisiana, Arkansas, Missouri, Kansas, Oklahoma, 
Texas, Colorado and New Mexico. 

August 
California, Nevada, Utah and Arizona. 

September 


Washington, Oregon, Idaho, Montana, North Da- 

kota, South Dakota, Wyoming and Nebraska. 

According to Mr. Mantovano, an examination site 
will be selected for each area based upon the home 
state of the majority of candidates. Application for 
examination must be made at least 60 days prior to 
the scheduled month. In addition to the regional 
schedule, an annual examination will be given at the 
convention of the Association for Physical and Mental 


Rehabilitation, which will be held in 1958 in Atlantic 
City, N.J. 





PILOT PROGRAM FEATURES MOTIVATION UNIT 


Doors are opening in Veterans Administration mental 
hospitals to permit greater freedom and a more normal life 
for psychiatric patients past the acute stage in order to 
speed their recovery and discharge. Dr. Jesse F. Casey, VA 
director of psychiatry and neurology, said the new approach 
enables selected patients to learn to get along with others 
again and to acquire the habit of making their own decis- 
ions. “In other words,’”’ Dr. Casey said, “we are trying to de- 
velop the mental hospital into a therapeutic community that 
will prepare recovering patients for the life they will lead 
outside the hospital.” 

A pilot program is under way at the VA hospital in St. 
Cloud, Minn. Dr. Casey said the nub of the St. Cloud 
program is a “motivation unit” directed by Dr. W. R. 
Coutant, staff psychiatrist. This unit consists of a ward with 
80 patients selected from the entire hospital, and a foster 
home program under which 55 patients live outside the 
hospital on a trial basis. 

Patients living in the ward are encouraged to become 
friends, work at jobs in the hospital, attend movies and 
other recreational activities together, and in general to live 
much as they would outside the hospital. Once a week they 
gather in groups of ten to talk frankly about their feelings 
and fears of returning to the community and efforts are 
made by the staff of the unit to allay the fears and build 
up the patients’ trust and confidence. Dr. Casey said when 
the ward patients are ready, they go into the foster home 
program and are placed with families in the St. Cloud area. 

Only about ten percent of those in foster homes have 
returned for further hospitalization and in the two years 
since the motivation unit was established the number of 
discharges from the hospital has risen from less than 300 
a year to about 600. 

In addition to Dr. Coutant, the staff of the unit includes 
a social worker, a psychiatric nurse, a clinical psychologist, 
and the hospital’s vocational counselor. 

Dr. Casey said that VA’s aim is to make life in its 
mental hospitals as much like normal life as possible for 
patients past the acute stage of their illness. 

Under traditional hospital routine, many recovering 
patients tended to settle into chronic mental illness and 
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remain hospitalized for years, Dr. Casey explained. “The 
hospital therapeutic community does not replace other 
treatment such as drugs,” he said, “but does provide an 
environment of more freedom—situations in which patients 
can associate with people, learn to get along with others 
again, and be trained to assume responsibility and make 
their own decisions.” 


RABBITS AID VA CANCER RESEARCH 


A colony of 40 rabbits at the Veterans Administration 
hospital in Dallas, Tex., may help answer the question of 
whether cigarets can cause lung cancer. Each is smoking a 
pack a day at the hospital’s research laboratory and al- 
together they will smoke more than 1,600,000 cigarets during 
their five-year normal life span, VA reported. Dr. Robert H. 
Holland, who began the research project about a year ago, 
said the rabits are being subjected to conditions duplicating 
human smoking. Rabbits react to certain lung conditions 
more like humans than do rats, mice, or other laboratory 
animals, he explained. 

The animals spend three out of each 24 hours in plastic 
“smoking boxes” designed by Dr. Holland and Dallas 
electronics expert R. A. Huffhines, and are X-rayed every 
six months. After death, the lungs and respiratory tracts 
of the rabbits are examined and the findings go into case 
files. 

When a rabbit is placed in the box, a lighted cigaret is 
set exactly two centimeters from its nose. The animal gets 
fresh air at all times, but when electric timing devices and 
solenoid switches close: an aperture in the box, the rabbit 
also gets a puff of smoke. Strangely enough, most of the 
rabbits seem to enjoy smoking, Dr. Holland said,’ and he 
added that New Zealand Reds particularly seem to take 
their puffs with obvious relish. However, he has not been 
able to detect the reason. The research is financed mostly 
from funds allocated to VA by Congress for medical research 
and by a partial grant from the U.S. Public Health Service. 
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IN MEMORIAM 
Alan Gregg, M.D. (1890-1957) 

Dr. Alan Gregg, Vice President Emeritus ol 
the Rockefeller Foundation, died at his home in 
Big Sur, Calif. on June 19. Dr. Gregg had served 
as vice president of the foundation from 1951 
to 1956 and previously was chief of its division 
of medical sciences. He was born in Colorado 
Springs, received his medical degree from Har- 
vard in 1916 and served with the Harvard 
Medical Unit with the British Army in Worid 
War I. The remainder of his life was devoted to 
the Rockefeller Foundation whose staff he first 
joined in 1919. In his foundation work Dr. 
Gregg travelled the world to investigate ways 
and means by which Rockefeller grants could 
be best used for the service of mankind. He was 
a leading spokesman for the cause of medical 
research and urged the use of foundation re- 
sources in aiding in the development of sulfa- 
nilamide and helping to prove the effectiveness 
of penicillin. 

Dr. Gregg was a protagonist of what he 
called “great medicine”—“the use of a constella- 
tion of medical and paramedical specialists to 
aid the physician in caring for the patient.” He 
was a leading spokesman for increasing the 
scope of voluntary pre-payment plans for medi- 
cal care. In 1956 he received a special Lasker 
Award from the American Public Health Asso- 
ciation which cited him as an “exemplar par 
excellence of the well-' eing of mankind through- 
out the world, public-health statesman, influ- 
ential medical educator, wise counselor and 
friend.” He was an advisor to many organiza- 
tions including the Atomic Energy Commission, 
the National Institute of Mental Health. the 
Veterans Administration, the Hoover Commis- 
sion and the Office of Defense Mobilization. He 
was a member of the Advisory Board of the 
Association for Physical and Mental Rehabili- 
tation for several years and early suggested the 
system by which corrective therapists are certi- 
fied. 


Vol. 11, No. 4 














DRIVE YOUR CA 


—SAFELY 
—EASILY 


with new 
improved 
Mechanical 


GAS & BRAKE 


HAND 


CONTROLS 
$39.50 


Vilus Vostage 
with copy 
of this ad 
KITS CAN BE 
INSTALLED 
IN 2 HOURS 


Here's the greatest development in handicapped driver 
controls, One lever does both operations — works both 


brake anil gas — makes your car absolutely fool-proof. 
The slightest touch of your fingers now operates your 
ear. Other units selling at more than three times our 
price cannot give better performance. We guarantee this 
on a money-back basis. Thirty years’ experience in build- 
ing automatic clutch and brake controls is behind this 
guarantee. CALL OR WRITE FOR FREE PAMPHLET. 
Brake 3716 QUEENS BLVD. 
LONG ISLAND CITY 

Center, Inc. NEW YORK 





Chas. Libby, Pres. STillwell 4-6417 








Now AMPUTATION 


BOOKLET 








HOYER urter 


FOR HOME AND HOSPITAL 





FOR FURTHER INFORMATION WRITE 
DEPT. AM-S5, TED HOYER & CO., INC. 
BOX 949, OSHKOSH, WISCONSIN 


J. A. P.M. R. — JULY AUGUST, 1957 


A concise reference regarding am- 
putations, prostheses and the rehabilitation 
of the amputee, is now available. It has 
been written under the supervision of an 
eminent orthopedic surgeon and incorpor- 
ates the experience gained by the Hanger 
organization from supplying Prostheses for 
nearly 100 years. Charts and drawings and 
information about the care and fitting of 
the amputee, are presented. Write or phone 
the Hanger office nearest you for your copy 
of the Amputations Booklet. 
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remain hospitalized for years, Dr. Casey explained. “The 
hospital therapeutic community does not replace other 
treatment such as drugs,” he said, “but does provide an 
environment of more freedom—situations in which patients 
can associate with people, learn to get along with others 
again, and be trained to assume responsibility and make 
their own decisions.” 


RABBITS AID VA CANCER RESEARCH 


A colony of 40 rabbits at the Veterans Administration 
hospital in Dallas, Tex., may help answer the question of 
whether cigarets can cause lung cancer. Each is smoking a 
pack a day at the hospital’s research laboratory and al- 
together they will smoke more than 1,600,000 cigarets during 
their five-year normal life span, VA reported. Dr. Robert H. 
Holland, who began the research project about a year ago, 
said the rabits are being subjected to conditions duplicating 
human smoking. Rabbits react to certain lung conditions 
more like humans than do rats, mice, or other laboratory 
animals, he explained. 

The animals spend three out of each 24 hours in plastic 
“smoking boxes” designed by Dr. Holland and Dallas 
electronics expert R. A. Huffhines, and are X-rayed every 
six months. After death, the lungs and respiratory tracts 
of the rabbits are examined and the findings go into case 
files. 

When a rabbit is placed in the box, a lighted cigaret is 
set exactly two centimeters from its nose. The animal gets 
fresh air at all times, but when electric timing devices and 
solenoid switches clos? an aperture in the box, the rabbit 
also gets a puff of smoke. Strangely enough, most of the 
rabbits seem to enjoy smoking, Dr. Holland said, and he 
added that New Zealand Reds particularly seem to take 
their puffs with obvious relish. However, he has not been 
able to detect the reason. The research is financed mostly 
from funds allocated to VA by Congress for medical research 
and by a partial grant from the U.S. Public Health Service. 
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IN MEMORIAM 
Alan Gregg, M.D. (1890-1957) 

Dr. Alan Gregg, Vice President Emeritus of 
the Rockefeller Foundation, died at his home in 
Big Sur, Calif. on June 19. Dr. Gregg had served 
as vice president of the foundation from 1951 
to 1956 and previously was chief of its division 
of medical sciences. He was born in Colorado 
Springs, received his medical degree from Har- 
vard in 1916 and served with the Harvard 
Medical Unit with the British Army in Worid 
War I. The remainder of his life was devoted to 
the Rockefeller Foundation whose staff he first 
joined in 1919. In his foundation work Dr. 
Gregg travelled the world to investigate ways 
and means by which Rockefeller grants could 
be best used for the service of mankind. He was 
a leading spokesman for the cause of medical 
research and urged the use of foundation re- 
sources in aiding in the development of sulfa- 
nilamide and helping to prove the effectiveness 
of penicillin. 

Dr. Gregg was a protagonist of what he 
called “great medicine’—‘‘the use of a constella- 
tion of medical and paramedical specialists to 
aid the physician in caring for the patient.” He 
was a leading spokesman for increasing the 
scope of voluntary pre-payment plans for medi- 
cal care. In 1956 he received a special Lasker 
Award from the American Public Health Asso- 
ciation which cited him as an “exemplar par 
excellence of the well-' eing of mankin< through- 
out the world, public-health statesman, influ- 
ential medical educator, wise counselor and 
friend.” He was an advisor to many organiza- 
tions including the Atomic Energy Commission, 
the National Institute of Mental Health. the 
Veterans Administration, the Hoover Commis- 
sion and the Office of Defense Mobilization. He 
was a member of the Advisory Board of the 
Association for Physical and Mental Rehabili- 
tation for several years and early suggested the 
system by which corrective therapists are certi- 
fied. 
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putations, prostheses and the rehabilitation 
of the amputee, is now available. It has 
been written under the supervision of an 
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ates the experience gained by the Hanger 
organization from supplying Prostheses for 
nearly 100 years. Charts and drawings and 
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Association for Physical MEMBERSHIP APPLICATION 2451 Webb Ave. 
and Mental Kehabilitation University Heights 68, N. Y. 
Enclosed please find (check one) [] $ 5.00 for my Professional Membership 
[] $10.00 for my Active Membership [] $ 4.00 for my Associate Membership 
Name ssebacaitienaes Date 
(Print or Type) 
Home Address eee 
(Street) (City) (State) 
Signature midi 
Proposed by __._..._ Address 
Active 
Position Title ’ _ Location _ tae aoe Tae: 
Education ; . prisealaeiaidibieesone as tiiceaGelcccnstonts ed SracS ghee 
(College) (Major) (Degrees) 
(Degree with major in Physical Education required) 
Training and/or experience in Physical and/or Medical Rehabilitation includes:— 
(One year under the direct supervision of a Medical Do.tor required) 
Professional 
I acct in cc tsa I snc cato = ceec eee ee ene aes aaa 
(cross out one) (name of college, university, institution) 
Iam 


a ee ee a a ae ee Te Location -__-_-_-- " == 
(List your profession related to rehabilitation, such as physician, nurse, clinical psychologist, speech ‘therapis t, “physi “al “educator, sports 
technician, social worker, vocational advisor, etc.) 

Be Ue re Be ie Ur UU nnn ieee teen et eens 


I am employed at 
(list your position) (location) 
I have a special interest in rehabilitation because _._._._.______ =e oe a 
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ee 








Classified Directory 





| Price of Directory Listing for one Year—6 issues—$10.00 








STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


Bowers AMBULANCE SERVICE, 430 E. Pacific Coast Highway, Long Beach, California. 

PEACOCK SuRGICAL Co., INC., 1235 Texas Ave.. Shreveport, Louisiana 22... ee eeccececeeneeceeeseeees Day 3-5276—Night 7-4910 
BetTH-MOnrtT SurGIcAL Supp.y Co., 6811 Wisconsin Ave., Chevy Chase, Md. .. OLiver 4-6200 
THE COLSON-MERRIAM Co., 1623 N. Aisquith St., Baltimore. Maryland o.oo. cecceccecececcccceeceecesceeeeeee Mulberry 2847 
SEILER SurGiIcat Co., INc., 111 S. 17th St., Omaha 2, Nebraska 





sottcsitenseaaeen wee... ATlantic 6826 
AMSTERDAM BROTHERS, 1060 Broad St., Newark 2, New Jersey 
COSMEVO SuRGICAL SUPPLY CoO., 236 River St., Hackensack, New Jersey | ...............ccsccscscecsscceccessececcesccececensees Diamond 3-5555 


FimpeLIry MEpDIcAL SupPLy Co., lst & St. Clair Sts., Dayton 2. ~ iio 





MI 7636 
E. A. WarnIk Co., Simon Long Building, 50-52 S. Main St., W ikes-Barre, Pennsylvania 2000... ceceeceeseeeee 2-8064 
MarVIN F. Potarp Co., 1412 E. Broad St., Richmond, Virginia 
Kioman Iwerausmenr Co., Inc., 1622 Bye St., IO. W.. WOSeeton CG. Die anna cscscvccnvcsccccecsccccseccsescescsechenseecistvsncastasinsapebincs ME 3900 
STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED OR PURCHASED 
Asser Rents, 600 S. Normandie Ave., Los Angeles 5, Cait... .........cccccssseocssssonsssssessnevsssonsatsssoes DU—4-5292; PL—2-3131 


AN—1-6134; HO—2-0924; HE—2-2973; TO—6-1714; OX—4-2603; OR—7-6178; CI—3-2101 


PO—39105; DI—4-7137; OL—2-2760; SY—5-7041; EX—4-3232; KI—5-1181 
Aupey Genres, 2606 El Caion Bivd.. San. Diews 4, Cait... .. .c. anc unccscscincssceciicssscscioosncorcene 





: ATwater—1-8151 
ABBEY RENTS, 1314 Post Street, San Francisco 9, Calif. ........ seus ciate clei aos olga Sceaafecios eet nes GRaystone—4-2525 
ABBEY RENTS, 2841 S. El Camino Real, San Mateo, Calif. ............... Se ae Re Tn IE Ee OR FIreside—5-5775 
ABBEY RENTS, 2315 Broadway, Oakland 12, Calif. ......... Higate—4-8181 





ABBEY RENTS, 1827 “J” Street, Sacramento 14, Calif. ..... ; GlIlbert—8-9151 
Pe ee MR EE en ee ee ee eee Ne Te BElmont—4-5001 
Disare TES, TOD PUG COOCE,, GG Ga: Fy POs ose vicina cccn sins sitescctinsgsscccesnsicsansbsnibissincnbitsnsanicn psinblbelcicistascesttadteinanitiina 















SEneca—5040 
ee TI; TS TT, I Te i, Sania a accents etait cece PEarl—3-4651 
Memes Temes, S01. Berea Way, TEGO Cie Fi, a. incase sie wesscsecscsncescienstncsnstnnictinstesvocscsivisciaeviorasectocmiensins JEfferson—1-5200 
ABBEY RENTS, 3230 Washington Blvd., St. Louis 3, Mo : .... OL—2-5700; MI—7-3300 
ABBEY RENTS, 2220 Lyndale Ave. S., Minneapolis 5, Minn........ Pee ee eee eet eccianneccieiaa spaces FE—8-8931; MI—6-6546 
ABBEY RENTS, 2824 W. Fond du Lac Ave., Milwaukee 10, Wis. ooo... eecceccecceceescececccececceeeees UPtown—3-2000 
imme TRESG,. BOGS Tomar igs. TRO, CATCHTTI Ge Fe GOO ss sansa ssciecsenctasssian esate chccasansbatausesoncecssugrcnnnoocmeias AVon—1-7000 
Bese Rewrats, 9025 S. Slrephnerad Drive, TAGUBC TO, TOROS ann. x sss cccsccccccceiccescscsccceccesccececscascaccascceisosssmbsassecceees JAckson—3-4416 
MEDICAL ARTS SUPPLY, 233 Washington S.E. and Pharmacy 20-23 Sheldon S.E., Grand Rapids 2, Mich. ............ 9-8274 
Fivetiry Meotcat Surriy Co., ist and St. Clalr Sts,, Dagar 2, CUO: occ xncccccccncesccccscccsesscsccsscececseveteccssscsvevesveseapevenicete MI 7636 
Dowp CHAIR RENTAL & SALES, 138 South Highland Ave., Pittsburgh, Paw oo. cceccccsececececeeceeececes MOntrose 1-5355 
Dowp CHAIR RENTAL & SALES, 4848 Woodward Ave., Detroit 1, Mich. 22... occ eecccccececcceccccecceeececeececeeece Temple 3-3490 
Dowp CHAIR RENTAL & SALEs, 310 N.E. 6lst St., Miami 37, Fla. satthedemacsonsuieseineieadntadecutunasakeueiam ae 
Dowp CHatrR RENTAL & SALES, 392 Franklin St., Buffalo, New York .......... Cleveland 3335 





Dowp CHAIR RENTAL & SALES, (Canada) Ltp., 196 George St., Toronto 2, Ontario, Canada 
Bimma Dave & Comemrcat, Co., 968 INO. Mails: St, Eiririem, Hew Wore nnn na.ncccccicccseccctcscsiccccesvesececssnccseccsssvssscsbucescevetenvdneessicrees 6289 


Sam Fortas HOUSE FURNISHING Co., INC., Main and Poplar, Memphis, Tenn. 2200... ceeeceeeseeceeeececeeeee JAckson 5-3515 
HEYL PHYSICIANS SUPPLY Co., 419 State St., Erie, Pennsylvania 


sccencaeicaciacteete WAlnut 4-6644 








be Eee OE See ae RE rece 2-6785 
BURLINGTON SURGICAL APPLIANCES, 314 High St., Burlington, New Jersey -200..........eccceccneccceeeeeeeeeeceeeeeeees Burlington 3-00§2 
MANUFACTURERS OF ORTHOPEDIC AND PROSTHETIC APPLIANCES 
BIRMINGHAM ARTIFICIAL LiImsB Co., 410 N. 19th St., Birmingham 3, Alabama 2... cect tccecsecccceececscecceesscccsecseencseese 3-1786 

FIDELITY ORTHOPEDIC, 5th and Main Sts., Dayton 2, Ohio 

GEORGE S. ANDERSSEN Co., 3419 Walnut St., Philadelphia 4, Pennsylvania 

YALE SurcicaL Co., 1004 Grand Ave., New Haven 11, Connecticut ............. State 7-3005 
UNCLASSIFIED 

NATIONAL Sports Co., Mfgrs. of Therapy Gym Mats, 360 Marquette St., Fond du Lac, Wisc..... ..... WA 1-8200 

















IF NOT DELIVERED IN 5 DAYS 
RETURN TO 


EDWARD F. MECCHELLA 


BOX 478, MONTROSE, N. Y. 








state Univers t-es of Iowa 


Libraries 


Serials Acquisitions 
Iowa City, Iowa 


La Berne 


PHYSICAL THERAPY 
EQUIPMENT 


WHEEL CHAIR TABLE 


This table is built of tubular steel 
adjustable in height from 29” to 40”. 
Has a formica top 32” by 36” adjust- 
able to any position. This table was 
designed at the request of many de- 
partments for use as a typewriter ta- 
ble, powder board, work table and 
drawing board, for wheel chair pa- 
tients. 

Price $195.00 


EXERCISE AND SHOULDER WHEEL 


The LaBerne Portable Exercise and 
Shoulder Wheel was designed for 
overbed or wheel chair use as well 
as Physical Therapy department. 
Mounted on a “telescopic” tube with 
height adjustment it has steel base 
and lock casters. The wheel itself 
is mounted with swivel joint adjustable 
to five positions from vertical to hori- 
zontal, offering many exercises not 
previously possible. The counter-bal- 
anced wheel is 24” with an adjustable 
handle making available up to a 48” 
arc, and is mounted on roller bearings 
with sensitive resistance adjustment. 


Price $145.00 


ADJUSTABLE HEIGHT TREATMENT TABLE 

LaBerne Adjustable Height Treatment Table is built of 1%” 
tubular steel and angle iron with walnut finish top, with built-in 
linen shelf. Table is 78” long, 28” wide. Adjustable in height 


from 27” to 36” by hand crank. 


Price $225.00 
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UTILITY ELECTRIC WALK-OFF TABLE 


A new model electric table designed to 
meet the budgets of small hospitals. This 
table is sturdily built of tubular steel and 
angle iron with lock casters, walnut fin- 
ished hardwood top, restrainer straps and 
footboard. Has automatic cut-off switches 
for both up and down positions furnishing 
any degree of tilt from vertical to hori- 
zontal. Price $395.00 


Also available with plastic covered foam 
rubber top $40.00 extra 


Cervical traction attachment 

$25.00 extra 
Same as above available in hand-operated 
model Price $225.00 


LABERNE PARALLEL BARS 


easy adjustment, automatic 
spacing— 


New parallel Bars requiring only 15” of 
floor space for each section. Built with 
10° angle offering automatic width ad- 
justment. Has height adjustment from 
17” to 44”. Available in lengths from 
8’ to 30’ . May be had with hardwood 
handrails or with 144” round atactic 
bronze handrails. Prices start at $295.00 


All prices FOB Columbia 


La Berne Manufacturing Company, P. O. Box 5245, 
Columbia, S. C. Phone 2-8609 
ORIGINATORS OF THE “WALK-OFF” PHYSICAL THERAPY TABLE 


f 











